No. 1053 Vol. 176 Price 4s. MARCH 1956 


THE 
PRACTITIONER 


Founded | x = in 1868 


CARDIOVASCULAR DISEASE 





«) 


AN MAB BRAND MEDICAL PRODUCT 


: ‘NEPTAL 


congestive vas a brand 


MERCURAMIDE WITH THEOPHYLLINE 
heart 
PRESENTATIONS 


* 
failure SOLUTION FOR INTRAMUSCULAR INJECTION in 
1 c.c. and 2 c.c. ampoules (each c.c. contains 92 mgm 
mercuramide and 45 mgm. theophylline) 





SOLUTION FOR INTRAVENOUS INJECTION in 
5 cc. ampoules (each cc. contains 18°4 mgm 
mercuramide with 9 mgm. theophylline). 


TABLETS of 160 mgm. with theophylline 


Detailed information is available on request 


MANUFACTURED BF 
MAY & BAKER LTD 
MA 3164 
WOOLLY OLD LOM OVUM COLL LDOVULO A 
DisTRIBUTORS 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM .- ESSEX 











Taste, tolerance and efficiency in 


Iron Therapy 


Difficulty in treating an iron-deficiency anaemia is more often 
due to “‘consumer-resistance”’ to unpleasant remedies than 
to any refractoriness of the anaemia itself. 

Ferlucon Elixir, a highly stable solution of Ferrous Glucon- 
ate, has a high utilization rate, and is both palatable and 
well-tolerated. 

It is suitable for the treatment of all iron-deficiency anaemias 
—especially those of childhood and pregnancy, when pal- 
atability and absence of unpleasant alimentary disturbances 
are of particular importance. 
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a new intravenous 


anticoagulant 


A clinical investigation carried out 
under the auspices of the Medical Research 
Council has shown that a selected molecular 
fraction of dextran sulphate is suitable for 
therapeutic use as an anticoagulant (Lancet, 
1953, 2, 1004). It is this fraction that is now 
issued as Dexulate. 

Dexulate is produced synthetically to 
a precise specification, and is prepared from 
dextran by sulphation, a process that confers 
upon the substance anticoagulant activity 


qualitatively indistinguishable from heparin. 





It is protein-free 
and non-antigenic. 
The effect of Dexu- 


late is immediate 





but rather more 
prolonged than that of heparin, sothat control Dexulate silable ir 
of the blood clotting time can be achieved ' 


with injections given at longer intervals. 








GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 
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OXFORD MEDICAL PUBLICATIONS 
DISEASES OF THE NERVOUS SYSTEM 


by SIR RUSSELL BRAIN, BT., D.M., P.R.C.P. 


* Comprehensiveness and clarity have made Sir Russell's book a firm favourite alike 
with students, with practitioners, and with neurologists. 





THE LANCET 
FIFTH EDITION 1014 pages 91 illustrations 55s. net 


PERSONALITY CHANGES FOLLOWING 
FRONTAL LEUCOTOMY 


A Clinical and Experimental Study of the Functions of the Frontal 
Lobes in Man 
by P. MACDONALD TOW, PH.D., M.B., B.S., M.R.C.S. 
With a Foreword by SIR RUSSELL BRAIN, Br. 

* The value of this book lies particularly in its attempt at personal assessment of all 
cases by quantitative methods where possible. For the clinician its usefulness is 
increased by the follow-up of cases for several years after operation.’ 

JOURNAL OF NEUROLOGY, NEUROSURGERY AND PSYCHIATRY 


278 pages 27 illustrations 35s. net 


OXFORD UNIVERSITY PRESS 

















CASSELL MEDICAL BOOKS 





PREMATURE INFANTS 


By ETHEL C. DUNHAM, M.D. 


This is a major source of information on prematurity and an 
authoritative guide to the care of premature infants. Although 
this is the second edition of the book, it is the first to be made 


generally available in the U.K. and overseas. 


Demy 8vo, 460 pp., Illustrated, 63s. net 


37-38 ST. ANDREW’S HILL, LONDON, E.C.4 



































ANNOUNCEMENTS VII 














= 

VODDDDOLS COLL ODO LIMP Just Published LP AP AP AP AP AP PAL AL AP eee: 
2 g 
§ . , VHT TAI ED reom© : § 
: CARDIOVASCULAR INNERVATION 5 
§ By Professor G. A. G. MITCHELL, O.B.E., T.D., M.B., Ch.M., D.Se > 
» , 
S 368 pages 217 illustrations (58 in colour) 55s. § 
? Works on the anatomy of the nerve supplies of the cardiovascular system are few indeed and correct 2 
2 accounts rarer stll Yet the subject ts of great importance to medicine and one of immense fascination § 
§ to the clinician Those who know Professor Mitchell are aware of his deep interest in the history > 
N of medicine. lt will be no surprise to them to see how brilliantly he has handled the voluminous ? 
Ny literature of this particular subject It is not only a comprehensive but a well balanced account & 
§ Extract from Foreword by Sir Geoffrey Jefferson § 
§ § 
5 _— =] . —_ . a 8 
s OUTLINE OF ORTHOPAEDICS § 
i) . > [e 2 
§ By J. CRAWFORD ADAMS, M.D., F.R.C.S § 
NS § 
§ 432 pages 347 illustrations 32s. 6d. 6 
y In this new book the author presents the essentials of modern orthopaedics without unnecessary ? 
2 padding. It is concise and easily readable, yet authoritative and right up to date. § 
§ § 

\ 
N THE POCKET PRESCRIBER AND GUIDI DISEASES OF THE NOSE, THROAT N 
§ TO PRESCRIPTION WRITING AND EAR § 
S) By ALISTAIR CRUIKSHANK, F.R.C.P.E By ION SIMSON HALL, MB Ch.B , 
N Sixteenth Edition 104 pages $22 Prescrip- F.R.C.P., P.R.C.S. Ed 2 
N tions 5s. Sixth Edition 476 pages 112 illus 20s § 
; ‘ 
§ if § 
2 E. & S. LIVINGSTONE LTD., Teviot Place, EDINBURGH, | ° 
§ § 
$ > 


PAPAL AP AD AL ADAP AP AL AP AP AP AL ADAP LP AP AP AL AP AP AP AL AP ADAP ADAP LP APA APL AP AP ADL AP AP AP AL AP AP AP AP AL AP AP ADAP AP AP AP LD 


HENRY FORD HOSPITAL'S 
INTERNATIONAL SYMPOSIUM ON 


CARDIOVASCULAR SURGERY 


Tells what can be done today to repair heart disease 


y 


Here are the proceedings from one of the most important surgical meetings ever held anywhere 
Startling advances in cardiac and vascular surgery, as presented at the International Meeting, 
held at the Henry Ford Hospital in Detroit in March 1955. 

Discussions from virtually every surgeon who has made a significant contribution in this field 
during the last decade. 

Every surgeon and physician interested in problems of the heart can gain new help and insight 
from this vitally important book, on what can be done today to repair heart defects, how such 
repair can best be accomplished and what results to expect. 

543 pages and 363 illustrations on these important subjects:— Diagnostic Technique — Pulmonic 
Stenosis - Adjustments between the Systemic and Pulmonary Circulation — Evaluation of Trans- 
position Operations — Septal Defects - Mitral Stenosis and Insufficiency - Arrest - Hypothermia 
- Aneurysms and Occlusive Disease of the Aorta. 

Edited by CONRAD R. LAM, Surgeon in Charge, Division of Thoracic Surgery, Henry Ford 
Hospital, Detroit. Just Published. 89s. 





W. B. SAUNDERS COMPANY LTD., 7 Grape Street, London, W.C.2 
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LLOYD-LUKE 








WHEN YOU WANT A BOOK 


ask us about it... 


WHEN YOU WANT IT QUICKLY 


ask us to send it... 


LLOYD-LUKE (MEDICAL BOOKS) LTD., 49 NEWMAN STREET, W.! 














H. K. LEWIS & Co. Ltd. 





BOOKSELLING DEPARTMENT 
Large stock of Textbooks and recent Litera- 
ture in all branches of Medicine and General 
Science. Catalogues on request. 
FOREIGN DEPARTMENT 
Books not in stock obtained to order. 
STATIONERY DEPARTMENT 
All students’ requisites 
SECOND-HAND DEPARTMENT 
A constantly changing large stock of Books 
on Medicine, Science and Technology 
always available. 
LENDING LIBRARY 
Medical and Scientific 
Annual Subscription, Town or Country 
from TWENTY-FIVE SHILLINGS 
Special terms to Students at the London and 
Provincial Medical Schools 
The Library includes all recent and standard 
Books in all branches of Medicine and Science, 
and is particularly useful to Societies, Students 
and Research Workers. 


Prospectus post free on request. 


H. K. LEWIS & Co. Ltd. 


136 Gower Street, London, W.C.! 
Telephone: EUSton 4282 (7 lines) 

















THE ERNEST AND MINNIE DAWSON 
CANCER TRUST 


A COMPETITION FOR GENERAL MEDICAL 
PRACTITIONERS 


Under the provisions of the Trust Deed of the 
Ernest and Minnie Dawson Cancer Trust a 
competition is to take place in 1956 in the form 
of a thesis on the following general subject 
“Cancer; its early diagnosis, causes, prevention 
and treatment.” 


The competition is open to doctors mainly 
engaged in general practice who practise and/or 
reside in Lancashire or Yorkshire; and the 
prizes offered are £1,500 (first) and £500 (second) 
subject to the merit of the entries submitted 


The competition will close on the 3ist 
December, 1956. 


Entry forms and detailed conditions of entry 
may be obtained from the Clerk to the Trust, 
The Ernest and Minnie Dawson Cancer Trust, 
89a, Fishergate Hill, Preston, Lancs 


E. PEARSON, 
Clerk to the Trust 











THE NUFFIELD FOUNDATION Medical Fellowships 


As part of its programme for the advancement of health, the Nuffield Foundation is prepared to 
award a number of fellowships to highly qualified men and women of the United Kingdom, usually 
between the ages 25 and 35, who wish to train further for teaching and research appointments in any 
branch of medicine. 

Applications for awards in 1956 must be received not later than lst May, 1956. 

The diti of these fell hips and the appl forms are obtainable from the Director, The 
Nuffield Foundation, Nuffield Lodge, Regent's Park, London, N.W.1. 


L. FARRER-BROWN, Director of the Nuffield Foundation 
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Blyton is probat 


playing golf She lives at Beaconsfield 


in Buckinghamshire 





“My Daily Mail 


“NTO OUR house every day come many 

newspapers, for we are a family that 
likes to read not only the news, but all the 
differing opinions and comments on what is 
happening in the world today. We like to 
compare them and discuss them, and to 
arrive at balanced conclusions if we possibly 
can. 

Now among our pile of papers is the 
Daily Mail, and I have been asked to say 
what in particular I like about it. First, I 
like it because it is a responsible paper, and 
has integrity and good judgment; it is not 
hysterical nor is it dictatorial, and it is not 
continually riding hobby-horses. Second, 
it treats its readers as sensible, decent people, 


” 


by ENID BLYTON 


asking for accurate news, intelligent com- 
ment, and fair criticism. As a writer for 
children I am especially glad to see that the 
Daily Mail recognises the importance of 
many juvenile problems of today, and gives 
them prominence at the right time. 

Perhaps the thing that impresses me 
most in the Daily Mail is the quality of the 
leading articles in the front page. Leading 
articles set the tone of any paper, and those 
in the Daily Mail are always sane, unbiased 
and well-informed, and are, besides, vigor- 
ously and lucidly written. In them we find 
the standards of this paper, and sense an 
integrity and responsibility very welcome to 
many of us today.” 
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Wow 


“LT linaSl’ 


RES. ain 


range of prescription 
medical 


ase 


ULTRA-VIOLET 
RAY LAMP 
£8.19.6 





designed for 


efficiency 


The ‘ELMED*’ range of medical lamps 
possess a high standard of 
professional efficiency. 

Styled particularly to meet the needs 
of the general practitioner 

and his patient, they cover all 

aspects of infra-red, ultra-violet and 
radiant heat treatment. 


Other lamps in the ‘ELMED' 
range include 
@ Duotherapy Lamp I7 gns. 
@ Infra-Red Ray Lamp £3.9.6 
@ Radiant Heat Lamp £4.9.6 
Chromium plated collapsible stand 
folds to put on shelf £5 








Write for illustrated literature to 


ELECTRO-MEDICAL HIRE LTD 


74 New Cavendish Street, London, W.1 
Telephone: LANgham 9116 





Re Officially recognised by the World 
Health Organisation and included in its 
publication “ World Medical Periodicals.”’ 


The 


BRITISH 
JOURNAL 


WEDICAL 
HYPNOTISM 


official organ of the 
British Society of Medical Hypnotists 


INFORMATIVE ARTICLES 
BY WORLD AUTHORITIES 


PUBLISHED QUARTERLY 
Subscription £1.1.0. p.a. post free 


Orders to:— 
4 VICTORIA TERRACE, HOVE, SUSSEX 


ws — 


After consistently paying 3} ° 
we now advance to 


33/ 


(Equal to 6% gross) 





Editor : 


Dr. S. J. Van Pelt 





TAX 
FREE 


Over a great period of time all Investors 
have enjoyed ABSOLUTE SECURITY, 
DAY to DAY INTEREST, IMMEDIATE 
WITHDRAWAL FACILITIES, and incur 
no costs or charges whatever in either 
making or withdrawing their investments. 
New Investments can now be accepted 
from £5 to £5,000 
Write for free brochure ‘ Safe Investments,’ Dept. 26. 


THE LION BUILDING SOCIETY 
CHISLEHURST, Kent. Phone: IMPerial 2233/4/5 
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SPAS 








Empirical and modern science are united here to form under medical 
supervision a therapy of a special kind and of particular value. Bathing 
and climate cures form a valuable part of modern therapeutical methods. 


Information in respect of German spas and balneological literature can be obtained 
free of charge from: German Tourist Information Bureau, 6, Vigo Street, Regent Street, 
London W.1!, and from Deutscher Baderverband E.V., Lotharstr. 19, Bonn. 





in the 
OF GERMANY 
















DALMAS 


DALMAS LIMITED, LEIC 


... Sve great faith im These Dalmas 


DALMAS TULLE GRAS DRESSINGS. 


PETRONET. 

Paraffin Gauge Dressing B.P.C 
SULPHONET. 

Impregnated with 5°. sulpha- 
thiazole — sterile non adherent 
dressing for rapid healing and 
painless removal. Packed in 
convenient 3)” squares singly 
or in boxes. Prescribable on 
E.C. 10 forms Or as a_con- 
tinuous strip 


URO-SULPHONET. 

A strip dressing 34° x 5 yds 
impregnated with a wool 
alcohol emulsion containing 
5° sulphathiazole and 2°, 
urethane bacteriostatic and 
analgesic, destroys offensive 
wound odours and an ideal 
burn dressing 





ie 


ESTER & LONDON. Established 1823 
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Bavarian spas 
can help doctors 


to cure their patients 


Reichenhall 
aulenbach 
Oberdorf-Hindelang # §, Garmisch-Partenkird 


Oberstdorf 


Many of the health-resorts in Bavaria have been known for centuries past 
and are world-famous. Thousands of patients from all parts of the world 
recover their health in the fashionable climatic resorts, the spas and sana- 
toria in and arround the Bavarian Alps. 

The greatest care is devoted to the patients’ well-being. Local medical spe- 
cialists work in close cooperation with their colleagues abroad for the benefit 
of their patients. 

A detailed description of the 27 Bavarian health-resorts and spas will be sent 
on request. 


hee | 
at H TREATMENT OF: 

An den apader-Verband . Cardiac and vascular diseases © Muscular rheu- 
Bayerischen eager ry SO 1 matism ¢ Rheumatism of the nerves and joints 
Bad Kissingen. § charge © r! Diseases of the respiratory organs ¢ Diseases of 

Please send me free © “ * women ¢ Gastric, intestinal, hepatic and bilious com- 

copy (20 pose plaints and metabolic disorders © Disorders of the 
haematose © Neuralgia and neuritis © Endocrine 
disorders and those due to overstraining ¢ Conva- 
lescence ® Prospectuses available from the local 
spa Information Office (Kurverwaltung) 
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The Largest Official Retailers exclusively for 


ROLLS-ROYCE and BENTLEY 
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Jack BARCLAY 


LIMITED 











Tele phone: qm ‘fair 7444 
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Clinical Control of 
orthostatic hypotension 


with SPENCER 


One of the findings in studies* covering a six month to 
three year follow-up on 173 patients who had sympa- 
thectomies to include the 4th thoracic level indicate 
that the control of the orthostatic hypotension which 
results “ routinely requires a special corset (Spencer 
Support) with a spring suprapubic pad (Spencer 
Abdominal Spring Padt) . 

The Spencer Support and Abdominal Spring Pad used 
in these—and in present—studies are pictured at right. 
The support improves and maintains posture and 
body mechanics and the Abdominal 
Spring Pad serves as a resilient visceral 
elevator. Together they help prevent 
the pooling of blood in lower abdo- 
men and extremities, favourably 
influence circulation and respiration, 
encourage exercise of muscles. The 
comfortable support to spine and 
abdomen produces a heightened sense of well-being, 
and confidence in getting back to normal living. 

These benefits are obtained because this Spencer 





ees | rf : § Abdom ; 
Support—like all other Spencer Supports—is individually pas’ ype" Pp meen a 


designed, cut and made for each patient to attain pad in the support 

the prescribed medical aims. 

Use Spencer Supports with confidence in control of hypotension associated with any 
conditions where support is indicated. 


* Results of High Dorsolumbar Sympathectomy for Hypertension, * Annals of Internal Medicine *, 30 : 307-329 
(February), 1949. 
¢ Patented. 


For further information write to 
SPENCER (BANBURY) LIMITED 
Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


Spencer House Banbury Oxfordshire 
Tel. Banbury 2265 


Branch Offices: 
LONDON: 2 South Audley Street, W.1 Tel. GROsvenor 4292 
MANCHESTER: 38a, King Street, 2. Tel. BLAckfriars 9075 
LIVERPOOL: 79 Church Street, 1. Tel. ROYal 4021 


LEEDS: Victoria Buildings, Park Cross Street, 1 (opposite Town Hall 


Steps). LEEDS Tel. 3-3082 
BRISTOL: 44a Queens Road, 8. Tel. Bristol 24801 
GLASGOW: 86 St. Vincent Street, C.2. Tel. CENtral 3232 
EDINBURGH: 30a, George Street, 2. Tel. CALedonian 6162 


Trained Spencer Retailer-Fitters available throughout the Kingdom, name and address of neerest Fitter 
supplied on request. 


Copyright *PPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
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Each tablet contains 5 me. 


Dexed rine tablets dtveenghamnine 





the central nervous stimulant sulphate. Issued 
of choice in containers of 100 
For f V.#1.S8. see latest M. & J. li ” 
SMITH KLINE & FRENCH VORRATIONAS, CO. 
represented by MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, $.€.5 Tel: BRixton 7851 


*Dexedrir i gistered trade mark Samples availat n requ 
pP34" Obtainable in the Republ flr ’ 
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Yes, this is a case Fy 
for seer (e i 


Ulceration of the leg with associated eczema . . . yes, this is a case for Ichthopaste ! 
But this is only one of the complete range of Smith & Nephew paste bandages 
available (on E.C.10) to the medical profession. The paste content of these 
bandages is particularly high, being four times the weight of their fabric base. 


Ich { he ypaste ZINC PASTE & ICHTHAMMOL BANDAGE B.P.C. 


This bandage contains 2°, of Ichthammol. It is indicated for 
eczematous conditions associated with leg ulceration, particularly 
when the eczema is of the weeping type. The bandage never sets 
harder than its original spongy state which gives a resilient 
dressing. 











Viscopaste ZINC PASTE BANDAGE B.P.C. 





A zinc paste bandage which requires no preliminary heating and 
is ready for immediate use on removal of the waterproof wrapper. 
Viscopaste sets quickly, forming a thin shell and is indicated for 
eczematous conditions and also as a support for the leg following 
the removal of P.O.P. casts. 





BNL PASyTs ZINC PASTE & COAL TAR BANDAGE B.P.C. 





Made from light cotton fabric, evenly impregnated with a water 
miscible coal tar zinc oxide paste. Coltapaste is indicated for the 
dry, scaly, itching type of eczema associated with varicose 
conditions, infantile eczema and neurodermatoses. 


ciTy HERTS 





SMITH & NEPHEW LIMITED iSsWi WELWYN GARDEN 
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L ~ Hepergy 


helps him to catch up with the others 


Hepergy is produced by treating liver by a specially developed process 







The biological control of this process ensures the retention of 
the natural growth factor in a stable and therapeutically effective 
form. Hepergy Tablets are indicated to promote the full natural 


growth and development of retarded children. 





Dosage 
Children ; Adults 
4 Hepergy Tablet 1 Hepergy Tablet 
b.d. crushed and t.d.s. chewed after 
Box of 28 tablets sprinkled on food food, or crushed and 
Basic N.H.S. price 4/IId. sprinkled on it 


& Genatosan LIMITED, LOUGHBOROUGH, LEICESTERSHIRE 





Please write to our Medical Department for fuller information 
Reprint (B.M.J. 1952. 1388) gladly sent on request 
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They’re new 


Triple Antibiotic Troches 





Each troche contains three potent antibiotics— 
Zinc Bacitracin, Polymyxin B Sulphate, and 


Neomycin Sulphate. 







These in combination are highly lethal to many of the 
organisms of the mouth and throat that may cause 


tonsillitis, pharyngitis, stomatitis and gingivitis. 


Streptets are indicated for the local treatment of 
superficial oral infections and as a prophylaxis against 


secondary infection in dental and oral surgery. 


Streptets are supplied in bottles of 20 troches 


Streptets 


The word Streptets is a registered trade mark 





C.18. Silver spatula used as tongu 


John Wyeth & Brother Limited depressor, From a catalogue in 
the Wellcome Historical Medical 
Clifton House, Euston Road, London, N.W.! Museum 
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Intramuscular Iron 
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Anaemuas of Intancy 


| o il ‘ \ 
ment Bi Ved 
ly i i 
ne m 
I dw 
rHE INDICA ‘ )R IMFERON IN INFANCY ARI 
§ Nutritional anae ints who do not make progress on oral iron 
2 Nutriti al os ' nfants whose home cor tions are poor and 
who would otherwise ive to be admitted to hospita 
3 Lhe prop xis and treatment of anaemia of prematurit 
4 Asai ter! i ises to blood transfusion 
! I g. | n boxes of 10a 


[mfer on. 


RON-DEXTRAN COMPLEX 


~<a f PRODUCT Of BENGER } LABORATORIES ——__—_—— 


BENGER LABORATORIES LIMITED + HOLMES CHAPEL - CHESHIRE 
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ALUPHOQS ©». 


Phosphate 


Now also in 
tablet form 


Sor the relief and Control of 





DYSPEpsj, 
GASTRIC HYPERAcipiTy 
PEPTIC ULCERATION 
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SAVE YOUR SIGHT BY BETTER LIGHT 
—NOT MORE UIGHtl 


We do not think that anyone would dispute the statement that the art of good lighting 
consists in seeing, not how many fittings and lamps or how much electricity can be employed, 
but how well one can see one’s surroundings in absolute comfort. 

This does not necessarily entail festooning one’s rooms with a lot of unnecessary lamps 
and shades; in fact, if a few well-spaced fittings, such as the 
one shown in the accompanying illustration, can provide glare- 
less, shadowless and evenly diffused light everywhere, surely 
that is the ideal to aim at. 

In the daytime there is only one sun to illuminate the 
whole world, so why, when using artificial light, have 
“suns” shining from all directions ?—apart 








innumerable 
from the cost! 

Among the most important places in which good lighting 
should be studied and installed are the surgeries and con- 
sulting rooms of doctors, in the interests of their work and 
their patients, also their own homes, in the interests of 
themselves and their families. 

WE NEITHER USE NOR RECOMMEND FLUOR- 
ESCENT LIGHTING nor the high intensities so loosely 
advocated today. 

The high intensities mentioned are unnecessary and 
undesirable, for if we normally use no more than we really 
need, we shall always be able to see by the higher intensities 
when these occur, whereas if we get used to needlessly high 
intensities we shall lose the power to see by the lower intensities. Normally about 5 foot- 
candles should be ample for all ordinary purposes, and when it is considered that a foot-candle 
simply means the light given by a candle a foot away, it will be realised that 5 foot-candles 
evenly distributed means that at every point in the room you have the equivalent of 5 candles 
a foot away. It may be doubted whether there would be enough candles in London to light 
an average room with this all-round intensity! Yet many so-called experts advocate 10, 20 
and even 50 or more foot-candles, which can only cause severe eyestrain, besides being grossly 
extravagant. Incidentally, the term “ foot-candle ” was evidently considered too simple and 
self-explanatory to please the pundits, as it has been changed to “ lumens per square foot”, 
which conveys nothing to the layman. As Oscar Wilde said in one of his plays, “ To be 
intelligible is to be found out”! 

The G.V.D. SYSTEM is applicable to every type and size of room and building, and is 
eminently suitable for hospitals, nursing homes, clinics, waiting rooms, surgeries, consulting 
rooms, laboratories, lecture halls, libraries, offices, board rooms and of course the home, 
in fact, wherever good yet economical lighting is required. 


For further particulars, please apply to:— 





6.V.D. ILLUMINATORS 298 TORRINGTON SQUARE LONDON W.C1. 


Telephone: MUSeum 1857 
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Resentment 
and 
Hostility 





The importance of the emotional background in the uetiology of peptic 
ulcer is widely recognised. Further confirmation is provided by the 
increase of gastric acidity shown to follow certain emotional disturbances 
such as those involving resentment and _ hostility. 

Protection of the ulcer from the corrosive action of gastric juice is an 
essential condition of successful healing entirely fulfilled by * Aludrox’ 
Amphoteric Gel. 

*Aludrox’ buffers gastric acidto a pH of 3.5 to 4.0, at which level 
healing may proceed and the risk of alkalosis is avoided. Normal 
digestion is unimpaired and, in addition, *‘Aludrox’ provides the 
physical protection of a gel barrier over the surface of the ulcer, thus 
ensuring a safer environment for the reparative processes. 


‘ALUDROX’ 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W 


~ 
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| IN CHILDREN... Mw 
THE ‘ESKACILLIN’ RANGE 


of palatable Liaguip oral penicillins 





Ihe * Eskacillins* are particularly acceptable to childres When 
t makes it difhicult for the child to swallow tablets or 
capsules, the quid form is easy to take; if he is petulant and 
retully balanced flavour climinate 
hicl ’ 1 


100 


| 


ESKACILLIN | 2°° 


300 


palatability flexibility of dosage rapid action 


AN / f VHS test M.S F r } 156 
SMITH KLINE & FRENCH INTERNATIONAL CO 


d by Menley & James, Limited, London 
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16 years of clinical opinion 
supports the use of vaginal tampons 


+ 
ae 
+ 








a high standard 


of hyviene is encouraged and 
42 S 


personal comfort increased 


There is abundant clinical evidence to support the widespread and 
increasing use of tampons for the internal absorption of the menstrual 
flow. Research work conducted in Britain and America over the past 
16 years (1-7) has shown conclusively that vaginal tampons properly 
used are in no way prejudicial to health. 


Women welcome them because of the extra comfort and because they 


are now able to indulge in social activities and sports with a greater 


sense of physical and mental freedom. One observer (6) found that 

elimination of pads, pins and belts, and of the chafing and itching / 
caused by the usual external pads were factors greatly in favour of | 
tampons. Another observer (7) noted that 93-6 of her subjects | 


preferred to go on using tampons once they had tried them, rather 
than return to perineal pads, and many research workers stress the 
freedom from odour and vaginal and urethral infection of peri-anal 
origin. 


Intelligently used, vaginal tampons represent a decided advance in 


feminine hygiene They may be recommended with confidence 
REFERENCES 

! 4 4 4 4 943) § sO 

2 B ul 1. 24 5 i 942) 155, 316 

3 J. A f { 4 8. 49 . ( Ve 9399). 46. 327 


TAMPAX 


ISSUED BY THE MEDICAL DEPARTMENT, TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, GREENFORD, MIDDLESEX 
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reducing 
the 

risk Ol 
reducing 





PRELUDIN—the appetite controlling wil erio e effect 
to lose weight salely ar witheo 


agent that doesn’t affect the heart 
Pret_upin,. beca it has no ward effect by streng ing a et : 
e hea 1S I ale | weight- Prt DIN commence osage u ke 
ucing atment tor al patients— par- amphetamu coe raise | 
cularly those with cardiovascular disorders and dos ite Exe ive menta in i 
r hypertension. Here x the first time, is a It is the prescription choi 
powertul appetite controlling agent that obesity especially those with cardiovascular 
curb the appetite bre ikS the psychogen orders because it reduces the risk of re iucimeg 
overeating habit, and controls food intake Preludin—the safe prescription for obesity 
v, ‘ wiheted in I Pheer I for 
C. H. Boehringer Sohn, Ingelheim am Rhein, 
] lark 
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Thromboral 


A treatment for 
Hemorrhagic ulcers 
occurring in the 


alimentary canal 





ad 
pe 


THROMBORA ‘ be 
inestimable valu where 
the age < physica 
condition <« the patient 


make surgica nterven- MAW’S Ethical Products also includ 


uon undesirable 


NAPHTHIONIN \ xemosta 


mir tration by the parentera te ise pre P i 
or po peratively 
Naphthionin does not cor ic 4 leed 
ch Thromt (Maw) acT 
THROMBIN (MAW) A € ca 
irgical procedures tf aeT 
THROMBOPLASTIN (\TAW) Ft ea 
determinat t t 
therar 
REAZIDE (Cyanacetic Acid Hydrazide) A 
for specific us all # ( 
sere 
HEMATRIXN A ’ atment i ° 
Is, pruritus ani and paint flamma y t 


€ la i 


. t i rt 
Prescribable on E.C. 10 


ETHICAL PRODUCTS 


S Maw Son and Sons Limited Barnet England 
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Relief of 
Rheumatic Pain 
in 


General Practice 


I eer at ‘ ‘ 0 
pP o € rw son f } 
I Case 
, bly c 
supe ) \ 
ve r } r 
€ n t Be 
( ly * c 
B xX p € x 
‘ I 
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\ ‘ 
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I 
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Bc | 
* , r 
ft ft ‘ f ‘ imal 
y alts also show that th RHEUMATIC PAIN, it 
. ws mw mae moted. br Rg t of 
‘ INCE ut the 
é é er é man er 
f era D ireS e Med. J 
“9? 


BERENX 
a 4 «a TRADE MARK 
For prompt relief of j 


FORMULA: Ca ; at 2-8 gr. 
IN TABLET FORM N.HS 
48id ~ tablets; 24/3 600 tat 


Berex has never been advertised to the public 
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TOE ES GS ITV EES in in0 or vemecnion 


,- , 


ana 


DAE TL ABO TEES 2x 000 0% surnerrzou 


2: 4-diamino-5-pheny!thiazole hydrochloride 


in Barhiturate Poisoning 

“ MEGIMIDE ” is “a barbiturate antagonist of real clinical worth. 
To omit to use it in the treatment of barbiturate poisoning is to run 
the risk of the broncho-pneumonia that is so often fatal in these 
cases.” (Lancet, 1955, i, 181.) 

“ DAPTAZOLE,” itself a weak barbiturate antagonist, enhances the 
action of ** Megimide.” 

** Megimide ” and ** Daptazole ” administered together intravenously 
ensure safe, quick recovery from barbiturate intoxication without the 
risk of convulsions and secondary depression which often follow the 


use of other central analeptics. 


BEEGIMIDsE 
in Barbiturate Anaesthesia 
““ MEGIMIDE™ is of value to lighten or terminate the anaesthesia 


of patients under the influence of barbiturate anaesthetics. 


——__— | 





NICHOLAS PRODUCTS LABORATORIES LTD. 
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DAFPTAZOTX.EI 
and Morphine 
in the treatment of intractahle pain 


A further clinical report on the use of “Daptazole” and 


Morphine published in the “British Medical Journal” of 2\Ist 


January, 1956, confirms that the administration of **Daptazole’ 


with large doses of Morphine results in the alleviation of the 
intractable pain of terminal carcinoma. 


Administration of large amo 


S « orp! c 

In th paper 
mus pape without respiratory depression, narcosis oO 

the results of the 
—_ depression of the cough reflex: amiphenazole 

treatment in 12 

erotis 
ises are described apparent 


¥Y prevents the onset 


of anv marked 


and the main advan- tolerance to morphine, and possesses a centra 








ges of the combina- : 
nervous stimulant action of the caffeine type 
tion summarized 
+ and treated cases have a bright mental out 
US 
| ook under otherwise hopeless conditions 
Further informa and literature availabk he medic ssi ‘ 
BUCKINGHAM AVENUE, SLOUGH, BUCKS. 
Telephone Slough 22381/5 


—awwse- 
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simpler, swift 





treatment for ea 


) CHLOROMYCETIN* Ear Drops greatly 
reduce the time and effort necessary 
to treat suppurative otitis media, 
chronic otorrhoea, and infections of 
fenestration and mastoid operation cavities 
Treatment can be conveniently 
carried out, if necessary in the patient's 
home, and ts effective in a matter 
of days as compared with previous 
techniques requiring long and tedious 


application under close supervision 


Sei 

i ~ 

CHLOROMYCETIN escase sco: . 
Parke Davis 


EAR DROPS 10° 
& Company Limited (inc. U.S.A 
(Chloromycetin 10% in propylene HOUNSLOW. MIDDLESEX 
glycol) in 5 c.c. vials, with dropper Salastehe Siinaiiewn wet 
& bottles of 100 c.c 
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He is going into hospital. But he is going 
with good heart. Because he trusts them 
to make him well again. 

If it means an operation he will be 
worried and rather nervous when the 
moment comes—it’s only natural, but 
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all 


the doctors and nurses are so 
confident . . . 

.. every minute of every day and every 
night they put their srust in British 
Oxygen equipment and British Oxygen 


gases to help ease pain and save lives 


MEDICAL DIVISION, BRITISH OXYGEN 
6) GREAT WEST ROAD, BRENTFORD, MIDDLESEX 


net 


Makers and suppliers of anaesthetic, analgesic & therapeutic equipment & gases 
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A New 
ASTHMA 
THERAPY 








SPEEDY AND LONG LASTING 
ACTION COMBINED 


The “ two-phase” therapy provided by ISO-BRONCHISAN sets new 
standards of efficiency in asthma control. Outer layer of the tablets consists 
of Isopropyl-Nor-Adrenaline—a potent bronchodilator well absorbed by the 
sublingual route. When the tablet is placed under the tongue, this layer 
dissolves and symptoms are promptly relieved. Swallowing of the tablet’s 
nucleus presents its content of Ephedrine and Theophylline for slow absorption 
by the alimentary route—so maintaining and prolonging the antispasmodic 
action on the bronchial smooth muscle. 


Each tablet contains Isopropyl - Nor- Adren- 

slne (Isoprenaline) sulphate er |; Ephedrine 

hvdrochior gr. 2/5; Theophyiline er. 2. In 

IMMEDIATE RELIEF tubes of 20 tablets and bottles of 100 tblets 
y 











— ISO - BRONCHISAN 


PROLONGED ACTION 





Prescribable on Form E.C. 10 
































Silten Limited + Silten House * Hatfield + Herts + England 
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getting started again 


I'wo features of the common “bilious” attack are biliary stasis 


and constipation. Rational therapy should attack both aspects 
of the condition, permitting the normal process of digestion to 
get started again 

Veracolate cholagogue-evacuant does this by combining bile 
salts therapy with a mild purgative action The bile salts 
stimulate the production and flow of bile, while the cascara and 
phenolphthalein assist evacuation of the intestinal tract 

Active principles: Sodium taurocholate and glycocholate, 
1.07 gr., ext. cascara sagrada. 1.00 gr., phenolphthalein 0.50 gr., 
oleoresin capsicum 0.04 gr 

Dose: One tablet 3 times a day or 2 at night 
Packing: In bottles of 50 and 100 tablets. Bottles of § 


tablets supplied to chemists 


WVeracolate 








for the 
Eczema-Dermatitis 
group of 


ES 


A cream containing 16 
zinc oxide, 4"., ichtham 
mol and 2°., camphor in 
a soothing, drying base, for use at the sub 
acute stage when a little weeping may st 
present but the area is mainly crusted 
and sore Basic N.H.S. cost 2/- f 


3/-for2oz tube 


A cream containing 
purified fractions equiv 
alent to 5 crude coal 
Salicylic acid and 25°, zinc oxide in a 


rying base, for use at the chronic stage 


This is safer than the customary coal tar prep 


aration. Basic N.H.S. cost 2/3 for 1 oz tube 
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Mandelamine Hatgrams 
lj hh 


for sustained, specific, safe therapy of 


i \\ 


chronic urinary infections 







ES 


High antibacterial potency No drug resistance 


Minimal side effects Maximum convenience 


No crystallization in the kidneys to the patient 


Each Haferam tablet contains 0-5 ¢. (gr. 74) Methenamine (hexamine) mandelate 
In bottles of 30 Samples and literature on request 
For to N.H.LS J M ent out February, 195¢ 
MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
VV . / of Nepera Chemical Co. tac 
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Cheyne-Stokes 
Respiration 


Cardiac failure 
Bronchospasm 


Oedema 





A CLEAR CASE FOR CARDOPHYLIN. IT IS PRESENTED in tablets, supposi- 
Best known and most widely used of tories, and ampoules for intraven 
the purine derivatives, Cardophylin and intramuscular administration. 
is the one drug which combines four 
methods of treating heart failure. It FULLY DESCRIPTIVE LITERATURE 
is a respiratory stimulant; it con- > is available and a Technical In- 
trols bronchospasm; it increases iy | formation Service is always at 
coronary flow; and it is a diureti your disposal. 

P A>. 





BENGER LABORATORIES LIMITED. H 


LMES CHAPEL: CHESHIRE 
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dependable night worker 


Agarol Laxative Emulsion is usually called upon to do its 
work at night. And so it does, gently and dependably. 
By morning, its task — lubricating the faecal mass and 
stimulating peristalsis —is done. Bowel movement can 


occur easily and naturally. 


Agarol consists of highly emulsified mineral oil with 
phenolphthalein and agar-agar. It is pleasant to the taste 
and its gentle action makes it suitable for all ages. 


Active Constituents : Highly emulsified mineral oil ; agar; 
pure white phenolphthalein. 


Packing : Agarol is available in bottles of 6 and 14 fl. oz. 
Dispensing bottle of 80 fl. oz. supplied to chemists. 


AGAROL 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4 
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Neo-Ferrum for | 1 I} deficiency 


NEO-FERRUM is a highly effective form of iron for 
general use in the treatment of iron deficiency 
anaemia 


It is pleasantly flavoured and does not upset the 


stomach, 





Inexpensive in use, it is easily assimilable, being 


suitable for infants as well as children and adults 


EASILY 


PALATABLE ECONOMICAL ASSIMILABLE 


NEO-FERRUM 


Basic NHS cost Liquid — 6d. per fluid oz. 
lablets 1/5) tor 25 


Infants — 2/5 - 4 oz. bottle (wit pipette) 





THE CROOKES LABORATORIES LIMITED PARK ROYAL LONDON N.W.10 
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AMPHETONE 


REGISTERED 






A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increasing 
the patient's appetite, we consider Amphetone unique. It combines for 
the first time, Dexamphetamine Sulphate and Strychnine with Glycero 
phosphates and members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an immediate feeling of well-being, this 
being followed by the well-known tonic effects of the other medica 
ments. Clinical reports have been excellent 

FORMULA Dexamphetamine Sulphate B.P.C., 1/12 grain 
Strychnine Hydrochloride B.P., 1/60 grain : Calcium Glycero 
phosphate B.P.C., 2 grains : Sodium Glycerophosphate B.P.C., 

2 grains: Aneurine Hydrochloride B.P., 1/30 grain: Nicotina- 

mide B.P. 1/4 grain: Riboflavine B.P. 1/60 grain: Syrup of 
Blackcurrant B.P.C., 2 fluid drms. : Water, to |/2 fluid ounce 


POISON S4 
Avoilable in bottles containing 10, 20, 40, and 80 fluid ounces. Professiona 
prices 4/8, 8/10, 14/7 and 26/4 each. Samples available on rea 


JAMES WOOLLEY, SONS & CO. LTD. VICTORIA BRIDGE, “ MANCHESTER 3 


London stockists : May, Roberts & Co Led 47 Stamford Hill, London, N.16 





AFDIGYL rans 


in the treatment of cardiac and cardio-vascular disorders 


Digitoxin . . 0.05 mgm. 
Aminophylline. . 50.0 mgm 
% AURICULAR FIBRILLATION 


* CARDIAC ASTHMA 
% CONGESTIVE HEART FAILURE 
* AURICULAR FLUTTER 


@ Rapid digitalisation 
@ Promotion of diuresis 
@ Uniform dosage 


@ Low toxicity 
clinical trial sample on request 


11-12 Guilford St. 
 ANGLO-FRENCH DRUG Co" LONDON. W.Cr 














XLII THE PRACTITIONER 





ane 





THERAPEUTIC MAINTENANCE 
OF BLOOD PRESSURE 


in circulatory collapse complicating accident or illness 





MEPHINE SULPHATE (Mephentermine Sulphate) the new vaso-pressor drug, restores 
and maintains blood pressure without myo ardial irritation; with no alarming cardia 
acceleration ; and without giving rise to the unpleasant cerebral side-effects, so 
characteristic of the sympathomimetic amines 


Indicated in circulatory collapse complicating accident or illness ; post - operative 
hypotension ; spinal anasthesia ; cardiac surgery ; myocardial infarction 


Intravenous injections produce an instantaneous response maintained for 30-40 minutes 
Intramuscular injection acts in 5-15 minutes and may be prolonged for one to two hours 


Mephine Sulphate is supplied in 1 c.c. Single - dose Vials and 10 c.c. Multi-dose Vials 
each containing 15 mg. Mephine | 


MEPHINE SULPHATE 


\Vfeph r y a ark of 
JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON RD., N.W.1 


for 

the 
ulcerated 

leg... 


LESTREFLEX 


DALMAS Elastic Diachylon Bandage ventilated 
is the ideal emolient strapping and is non- 
rubberised. it gives efficient adhesion and yet 
causes minimal sensitivity reactions. It is “ the” 
strapping for the pressure bandaging treatment 
of oedematous, eczematous or ulcerated legs, 
Ventilated Lestrefiex is available in 3 yard rolls 
3” and 4° wide. The Lestreflex Bandage is a 
REMEDY par excellence for this problem ! 


DALMAS ceeaneee 
BANDAGE § 
ep LESTREFLEX. 


DALMAS LTD., JUNIOR STREET, LEICESTER ESTD. 1823 









available on E.C10 


Descriptive literature is available from the manufacturers 
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ANEW compound 
BRAND OF BISMUTH ALUMINATE CREAM 


Bislumina is the result of extensive research to find a 
compound which fulfills the requirements of the ideal 





agent for the treatment of:— 


PEPTIC ULCER 


and allied dyspeptic disorders 


Bislumina combines a substained and controlled degree 
of acid neutralisation with the established antipeptic, pro- 
tective and sedative properties of older Bismuth salts. 


Bislumina is a true chemical compound, packed in the 
freshly precipitated state. In this way maximal and uniform 
division of particles is ensured the irreversible aggregation 
which occurs on drying is avoided. 


The suspension of Bislumina presents the largest possible 
surface area for the sequestration of acid and enzymes and is 
able to adhere more firmly to the gastric mucosa. 


Bislumina is a registered trade mark 


Detailed literature on request from: 





Sole Distributors in the United Kingdom 


C. J. HEWLETT & SON LTD. 


King George’s Avenue, Watford, Herts. 


Manufactured by MINING & CHEMICAL PRODUCTS LTD... LONDON 


In accordance with world patents pending 
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THE GENTLE ART OF Sn if fing 





























I. the age of snuff and elegance a suitable sniff 
was part of every gentleman’s social equipment. 
Nowadays the art has declined until its continued 
existence depends entirely upon the efforts of a body 

of comparatively ineffective, albeit enthusiastic, amateurs. 
In order to retain at least some remnant of the more 
spacious days of the past, our technicians constructed a 
machine. With its aid even the most subtle sniffs can be 
captured, measured, and classified, and the volume of the 
average sniff determined. Thus it is that one of the 

nicest sniffs, the once-an-hour decongestive sniff, is 
standardized to a startling degree for the benefit of 

those who use the... 


Benzedrine INHALER 


For cost to N.H.S., see latest M. & J. list sent out February, 1956 


SMITH KLINE & FRENCH INTERNATIONAL CO 


represented by Menley & James, Ltd., Coldharbour Lane, London, ‘ 
Tel : BRixton 7851 * Benzedrine’ is a registered tv 
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SANCTIONED ON N.H.S. PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE tablets 


CONTAINING IN 


The rational, symptomatic | °.2... 


Ephedrine } grain 
Theobromine / grain 


remedy for bronchial spasm 11 | picnone s eras 


ASTHMA & BRONCHITIS 


THIS PREPARATION IS NOT ADVERTISED TO THE GENERAL PUBLIC 





EPHAZONE LTD 59 BROOK STREET, LONDON, W.I 


Telephone: MAYfair 5496 








Advertised and Introduced ONLY to the Medical Profession 


- PULMO-BAILLY | 





SRS. SEE | 





N ——$ 


a 





Constituents Properties 
GUAIACOL Antiseptic, Leucocytogenetic and Expectorant 
CODEINE ° ° ° ‘ Cough Sedative 
PHOSPHORIC ACID e Tonic and Restorative 


PULMO-BAILLY restrains broncho-pulmonary infection, facilitates 
elimination of bronchial secretions, soothes irritating and fatiguing 
cough, restores appetite, nervous and physical tone. 


IMPORTANT IN 


BRONCHITIS AND BRONCHO-PULMONARY AFFECTIONS, 
INFLUENZA, BRONCHIECTASIS, TRACHEITIS, 
CHEST CONGESTION OF THE AGED 














Basic N.H.S. Prices: 90 c.c. bottle 2/10 plus 10d. P.Tax. 16 fluid oz. bottle 11 6 net 
80 fluid oz. bottle 45/- net. 


CLINICAL SAMPLE AND LITERATURE ON REQUEST. 
BAILLY LIMITED, LONDON 
Sole Concessionaires: BENGUE & co., LTD. Manufacturing Chemists 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDX. 
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Indications for CORTELAN (Glaxo cortisone) 





Cortelan tablets (cortisone acetate Glaxo) produce a relief of pain, 
stiffness and swelling to a degree that may permit resumption of a 
normal life. The dosage should be the lowest to produce the 
desired result and initially is generally about 75-100 mg. daily. 
When adequate suppression has been achieved dosage should be 
reduced step-wise by not more than 5-12.5 mg. every few days, 
until minimal maintenance dosage of Cortelan is determined 
Small increases of dosage may be required during periods of 
extra stress. 

Treatment must be individualized, but the way a typical course 


may run is shown by the graph. 








GLAXO 


CORTELAN 


TRADE MARK 


TABLETS 


In two strengths: 
25 mg. scored to facilitate dosage regulation. In bottles of 40 and 500. 


5 mg. for more gradual and precise manipulation of dosage. In bottles of 5a 
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Rheumatoid Arthritis 





DAILY DOSE OF CORTELAN TABLETS 








WEEKS (SIX MONTH PERIOD) 








GLAXO 


CORTELAN 


TRADE MARK 


TABLETS 


© 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX  BYRon 3434 
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LIL-LETS 


the new vaginal tampon without applicator 


A tampon which has been successfully marketed 
on the Continent during the last five years has 
now become widely accepted in this country 
under the name LIL-LETS. 

Following extensive clinical trials, LIL-LETS 
have won the support of leading gynxcological 
opinion. Samples will gladly be sent to medical 


practitioners on request. 


LILLETS 





LIL-LETS have these main advantages: 


LIL-LETS need no applicator. By inserting 
the tampon with the fingers, the risk of 


bruising is eliminated 


LIL-LETS assist personal hygiene. At 1/6 
for 10 they are so much cheaper than other 
leading tampons that women will be en- 
couraged to change them often. They are 


easily carried about and easily disposed of 


LIL-LETS are highly absorbent. They 
absorb almost ten times their own weight in 
moisture and swell sideways, not length 


ways. They are, therefore, really safe 

LIL-LETS are individually wrapped. Each 
tampon issealed inatransparent cover here 
is no risk of soiling or infection when it is 


carried loose 


SN SMITH & NEPHEW LTD + WELWYN GARDEN CITY + HERTS 


Mi Pe 
"ha we 


DALMAS LIMITED - LEICESTER & LONDON Est. 1823 





DALZOBAND 
NO. 4 BANDAGES 


used extensively in varicose -ulcer 
clinics in Great Britain and overceas 


Dalzoband No. 4 is packed in hermetica 
sealed envelopes to ensure that they arr 
in the Doctor's hands moist, ready for im 
ondition 


ve 


mediate application, in first class c 
This bandage does not dry out on wearing 
does not become uncomfortable and always 
remains pliable 


These bandages, measuring 6 yds. x 3 are 
ideal for the treatment of dermatitis and 
itching eczema. with or without varicose 
ulcer. Containing 2 Iichthammno! and 2 
Urethane in a base of zinc oxide. glycerine 
gum acacia and water, this bandage ts ant 
septic and deodorant, and require 
infrequent changing 


DALMAS 
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RIKER LABORATORIES LTD 
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THE MILD VASODILATOR FOR THE . 
SAFE LONG TERM TREATMENT OF gs? 
PERIPHERAL VASCULAR DISEASES. —¢°.. 9" 
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CYCLOSPASMOL Jue 
(SPASMOCYCLONE) 8.5. 572 ISCHAEN 
POST. py MA OF THE Fer 
$:5 NT ep “*8iN¢ Sy 
Ga trimethylcyclohexy! mandelate). Kg La NORO,, 
4%, N 4? 
My py, a 
FREE FROM SIDE EFFECTS “Wy, *N9 


CLINICAL EFFICACY CONFIRMED BY 
PLETHYSMOGRAPHIC METHODS.* 
Literature 
“ British Encyclopaedia of Medical Practice,” 1952, Vol. II, p. 637. 
* Angiology,” 1953, Vol. 4, pp. 103-111. 

** Medical Press,’ 1954, 231 (8), 174. 


** Paediatrics for the Practitioner,” 1955, Vol. III. Chapter 135, 
pp. 583-592. 


* « Schweiz. med. Wochenschrift,”” 1955, 85, 237. 
* « Ned. Tijdschrift v. Geneesk,”” 1955, 99, 1810. 


Packs: Bottles of 20, 50 and 250 tablets x 100 mg. 
Prescribable on E.C. 10 in the U.K. 


Patents applied for in all countries, U.K. Patent No. 707,227 


Made under Licence from N. V. Koninklijke Pharmaceutische 
Fabrieken v/h Brocades-Stheeman & Pharmacia, Amsterdam. 


by: 
CAMDEN CHEMICAL COMPANY LTD. 
61, Gray’s Inn Road London, W.C.1. 


Cyclospasmo! is distributed in Eire by Messrs. Dominick A. Dolan, 58 Bolton Street, Dublin 
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no dandrutt with sehoderm 


The finely emulsified lanolin base of SEBODERM 


ensures non-irritation of the scalp For simple 





dandruff a single weekly treatment is sufficient, and 
for seborrhocic dermatitis treatment on alternate 


nights until improvement is noted is suggested 


CETRIMIDE SHAMPOO 
* 


SEBODERM contains 
15.6% of cetrimide, 
the quaternary 
ammonium compound 
specifically recom- 
mended for treatment 





of seborrhoeic Available in a> 
iz dermatitis. j-oz. tubes ( /_ Y\ 
Literoture and Professional sample on request Gok. Med J a 1 A | | 


PRIORY LABORATORIES LTD., PYRAMID WORKS, WEST DRAYTON, MIDDLFSEX 


ASTHMA 
Instant relief / 


Ever increasing numbers of medical men 
are relying on Rybarvin Inhalant to combat 
bronchospasm. The Ministry of Health 
having agreed to the prices of Rybar 
asthma inhalants, Rybarvin can be freely 
prescribed. 


RYBARVIN brings relief. Consistently, often 


spectacularly, attacks are cut short and their 
frequency lesssened. Free from excess acid, 


x 





Rybarvin Formula 


Pituitary Extract. Posterior 


non-irritant and non-habit-forming it is an cae ies he pon ee 0°40% w/y 
ideal inhalant for all asthmatics young and old. Methylatropine Nitrate 014% w/v 
Papaverine 0-08 wiv 

Adrenaline 040% wiv 

v 


RYBAR INHALER has been specially Ethyl Para-aminobenzoate .. 020% w 


2 . Iso-buty! Para- 
designed for aerosol therapy. aminobenzoate .. .. .. .. O01% wiv 


Other RYBAR Products for asthma include RYBAREX 
Inhalant for cases complicated by Bronchitis and 
RYBRONSOL Powder, an ideal sedative. All, including 


the Inhaler, may be prescribed on N.H.S. Form E.C.10. LABO RATORIES LTD. 
aoe 
Samples and details of trial outfits forwarded on request. 
nar ada re ont TANKERTON - KENT 
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‘Thiomerin’ 
SODIUM 


MERCAPTOMERIN SODIUM) 


Trade 


Mark 





THE NEW MERCURIAL DIURETIC FOR SUBCUTANEOUS INJECTION 










*Thiomerin’ differs from other 
mercurial diuretics in that the 
mercury is in combination with 
an organic group plus another 
compound—sodium thiogly- ’ 
collate, which hasa marked ‘- ~ 
detoxicating action on the 
mercury. The volume of 
urine excreted is mainly deter- 
mined by the size and frequency of the 
injections. Intravenous injections merely 
speed up the process by a few hours but 
have no effect on the final weight loss. 
*Thiomerin’ diuresis induced by sub- 
cutaneous injection (0.5 to 2 cc) is gentle, 
slower in onset but equal in output 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, N.W.1 


to that of any other mer- 
curial, however administered. 
The patient benefits, both 
from a painless injection 
and because less frequent 

bladder emptying, especially 
at night, permits much- 
needed rest and imposes less strain 
* Thiomerin’ is indicated in 
Cardiac Oedema (peripheral or pulmonary) 
Nephritic Oedema , Ascites of Liver Disease 
Carefully selected cases of Subacute and Chronic 
Nephritis. 


PACKING— Thiomerin’ is supplied in vials of 
1.4 G, to which the addition of 10 cc. Water for 
Injection, B.P. will provide a solution containing 
the equivalent of 40 mg. Mercury per cc. 


[Wiyeth | 








... relief without side-effects 


The nervous dyspeptic gets little sympathy. Down the years 
he has been a butt alike for the comic artist and for the jibes 


NERVOUS DYSPEPSIA 














of his eupeptic friends. 
The pain and discomfort of nervous dyspepsia and other gastro- 
intestinal conditions characterised by spasm are rapidly relieved by 
Merbentyl'. The action of this agent is achieved completely with- 
out side-effects—an advantage which distinguishes ‘Merbentyl’ 
from other antispasmodics both natural and synthetic. 


MERBENTYL * 


Regd. 












Merbentyl’ Tablets contain 10 ma. diethyl 

aeminocarbethas yhicyclohe ryl hydrochloride In bottles of SO an 54 
Werbentyl Tablets with Phenobarbitone cach contain 

) mg. ‘Merbentyl’ and 15 mg. Phenobarditone. In bottles of 50 and 250 
Both are available in syrup form 


Distribwied in | K 4 Rive by RIKER LABORATORIES LTD. LOUGHBOROUGH, LEICS. forthe Win. 8 Merrell Co. London. 
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Save time on urine tests with... 


CLINITEST and ACETEST 


Reagent Tablets Reagent Tablets 
for the detection of Glycosuria for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists, General Practitioners,Clinicsand acetone tests can be carried out simultane- 
Hospitals in all parts of the country have  owus/y in one minute! 


used and prescribed *Clinitest’ Reagent meen wee ween eee= 


Tablets since 1947. Many valuable hours The advantages of 


have been saved. Now after intensive re- 


search work and clinical trials the makers of 
*Clinitest” Reagent Tablets have produced 
*Acetest’ Reagent Tablets for the detection 
of Ketonuria. With * Clinitest ’ and ‘Acetest’” 


Reagent Tablets 


provides all 


Quick and reliable, a single tablet 


Reagent Tablets, reliable routine sugar and the reagents to perfor » test. Low cost 
permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patien 
No danger of false positives with normal urine 


No caustic reagents 
TO PERFORM A TEST: 


1 Put 1 drop of urine on tablet. 

2 Take reading at 30 seconds. 
Compare tablet to colour 
chart provided. 

3 Record results as negative, 
trace. moderate or strongly 


| 

| 

| positive. 

upplied in bottles f 10O8 

| } 

| 

| 

| 

! 

L 


} 
| 


|) (U4-Z2—-F wn 


fabicts with coi r scan 
* Acetest Reagent Tablets 


ad , tic nitroprusside tabs.) 





are also available under the 
NHS on Form E.C.10 
Basic Drug Tariff price 3 10 


per bottle of 100 tablets 





CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
( Basic Drug Tariff Prices: Set 6/8 complete. 
Refill bottles of 36 tablets 2/4 


Bore 
TI 
Fro | 





(with colour scale) 
REFERENCES 


(1954) ‘Clinical Tests for Ketonuria 
i tpr 1 j R801 804 


1954) Med lu 
Vl 289 
(1954) °Pr Clr B 


1954) Clinica! Tests for Ketor a 
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— THIE AMES COMPANY (LONDON) LTD. 
Nuffield House, Piccadilly, W.1. Tel: REG 532! 
, Orders for Ames Products should continue to be sent 


CLINITEST = 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices 


to the sole distributors for United Kingdom and Eire 
DON S. MOMAND LTD. 
58 Albany St., London, NWI 
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A drying antiseptic 








cream containing :— 





Cetrimide 
Resorcinol 
Precipitated 
Sulphur 3 








in a masking flesh-tinted base 


Applied twice daily acniL quickly removes from the sebaceous follicles 
the plugs of sebum and cell debris which are the immediate source of 
the comedones. Protection against secondary infection, and immediate 
masking for the spots are also provided. 

ACNIL is pleasant and can be used safely as long as necessary to keep 
the condition under control. Women can apply powder on top of ACNIL 


if they wish 


Basic N.H.S. price 
23d. per 1-oz. jar 


Prescribable on E.C.10 





A GENATOSAN dermatological product 
GENATOSAN LIMITED, LOUGHBOROUGH, LEICESTERSHIRE g « 
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... FOR HUMANS 


rTERRAMYCIN, a br 


rERRAMYCIN* SF* 


Terramycin 


WORLD'S LARGEST 
PRODUCER OF ANTIBIOTICS 





Saas «CLC i ttiettiliaind Ss Ver” ee SS aS Sew Vora ttl atti) ple ee tte 


rheumatoid arthritis : CORTRIL . tenoperiostitis . CORTRIL . bursitis . CORTRIL . styloiditis . CORTRIL . contad 
dermatitis . CORTRIL . paratenosynovitis . CORTRIL . atopic dermatitis . CORTRIL . myositis ossificans . CORTRI 
infantile eczema . CORTRIL . fasciitis . CORTRIL . food eczema . CORTRIL . contact eczema . CORTRIL u 
complicated stasis dermatitis . CORTRIL . erythema multiforme . CORTRIL . pruritus ani et vulvae . CORTRI 
idiopathic eczema . CORTRIL . otitis externa . CORTRIL . lichen planus . CORTRIL nummular eczema . CORTRI 
seborrhoeic eczema . CORTRIL . lichen simplex chronicus . CORTRIL neurodermatitis . CORTRIL blepharit 
CORTRIL . actinic dermatitis . CORTRIL . conjunctivitis CORTRIL cheilitis exfoliativa . CORTRIL . corned 
ulcer . CORTRIL . interstitial keratitis . CORTRIL phlyctenular keratoconjunctivitis . CORTRIL . neo-vascula 
ization . CORTRIL . iritis . CORTRIL . cyclitis . CORTRIL . choroiditis . CORTRIL . chorioretinitis . CORTRI 
acute and chronic non-granulomatous uveitis . CORTRIL . herpes zoster ophthalmicus . CORTRIL . eczematoid dermatit 
non-articular rheumatism . CORTRIL . tendinitis . CORTRIL . osteoarthritis . CORTRIL . epicondylitis . CORTRI 
rheumatoid arthritis . CORTRIL . tenoperiostitis . CORTRIL . bursitis CORTRII styloiditis . CORTRIL . contaq 
dermatitis . CORTRIL . paratenosynovitis . CORT" ~-'tis ossificans . CORTRI 
infantile eczema . CORTRIL . fae- CORTRIL . u 
complicated stasis — e CORTRI 






















































idiopathic eczema . a . CORTRI 
seborrhoeic Ww blepharit 
CORTRIL . a ¢ . ee TRIL . corne 
ulcer . COR neo-vascula 
ization . CC vretinitis CORTRI 
acute and ch ' eczematoid dermatit 
non-articula ail “cnn tis CORTRI 
rheumatoid a « atl . styloiditis CORTRIL contaq 
dermatitis . C -witS . CORTRIL myositis ossificans . CORTRI 


infantile eczema ww eczema . CORTRIL . contact eczema . CORTRIL u 
complicated stasis ae. _ . erythema multiforme . CORTRIL pruritus ani et vulvae CORTRI 
idiopathic eczema . CORTRIL . otitis externa . CORTRIL . lichen planus . CORTRIL . nummular eczema . CORTRI 
seborrhoeic eczema . CORTRIL . lichen simplex chronicus . CORTRIL . neurodermatitis . CORTRIL . blepharit 
CORTRIL . actinic dermatitis . CORTRIL . conjunctivitis . CORTRIL . cheilitis exfoliativa . CORTRIL . corne 
ulcer . CORTRIL . interstitial keratitis . CORTRIL . phlyctenular keratoconjunctivitis CORTRIL . neo-vascula 
ization . CORTRIL . iritis . CORTRIL . cyclitis . CORTRIL . choroiditis . CORTRIL . chorioretinitis . CORTRI 
acute and chronic non-granulomatous uveitis - CORTRIL . herpes zoster ophthalmicus . CORTRIL . eczematoid dermatit 





non-articular rheumatism . CORTRI! = +--? CARTRIL osteoarthritis . CORTRIL . epicondylitis . CORTRI 
rheumatoid arthritis . yar “AYRTRIL . styloiditis . CORTRIL . contac 
dermatitis . CORTRI ; myositis ossificans CORTRI 
infantile eczema . svema . CORTRIL . ur 
complicated stasis « “lvae . CORTRI 
idiopathic eczema . *>a . CORTRI 
seborrhoeic eczema . QO blepharit 
CORTRIL . actinic dern.. L . corne: 
ulcer CORTRIL interstitias BRAND oF rrr veo-vasculaf 
ization . CORTRIL . iritis . CORTRIL . cycna | s . CORTRI 
acute and chronic non-granulomatous uveitis . CORTRIL . herpes cus. - -~-«ematoid dermatiti 


non-articular rheumatism . CORTRIL . tendinitis . CORTRIL . osteoarthritis . CORTRIL . epicondylitis . CORTRI 
rheumatoid arthritis . CORTRIL . tenoperiostitis . CORTRIL . bursitis . CORTRIL . styloiditis . CORTRIL . contac 
dermatitis . CORTRIL . paratenosynovitis . CORTRIL . atopic dermatitis . CORTRIL . myositis ossificans . CORTRI 
infantile eczema . CORTRIL . fasciitis . CORTRIL . food eczema . CORTRIL . contact eczema . CORTRIL . ur 
complicated stasis dermatitis . CORTRIL . erythema multiforme . CORTRIL . pruritus ani et vulvae . CORTRI 
idiopathic eczema . CORTRIL . otitis externa . CORTRIL . lichen planus . CORTRIL . nummular eczema . CORTRI 
seborrhoeic eczema . CORTRIL . lichen simplex chronicus . CORTRIL . neurodermatitis . CORTRIL . blepharit 
CORTRIL . actinic dermatitis . COP™ fORTRIL . cheilitis exfoliativa . CORTRIL . corne: 
ulcer . CORTRIL . interstitia! ' --rivitis . CORTRIL . neo-vascular 

CORTRI 


ization . CORTRIL . iritis chorioretinitis . 

acute and chronic non-gran “czematoid dermatit 
non-articular Sa mgge ‘vilitis CORTRI 
rheumatoid arthritis . C TRIL . contac 
dermatitis . CORTRIL . s . CORTRI 
infantile eczema . CORTRic ORTRIL ur 


complicated stasis dermatitis . aivae . CORTRI 
idiopathic eczema . CORTRIL . otitis e.. * Regd. Trade Mark ef eczema . CORTR: 
seborrhoeic eczema . CORTRIL . lichen simplex civ... - ...watitis . CORTRIL . blepharit 
CORTRIL . actinic dermatitis . CORTRIL . conjunctivitis . CORTRIL . cheilitis exfoliativa . CORTRIL . corne 
ulcer . CORTRIL . interstitial keratitis . CORTRIL . phlyctenular keratoconjunctivitis . CORTRIL . neo-vascula 
ization . CORTRIL . iritis . CORTRIL . cyclitis . CORTRIL . choroiditis . CORTRIL . chorioretinitis . CORTR 
acute and chronic non-granulomatous uveitis . CORTRIL . herpes zoster ophthalmicus . CORTRIL . eczematoid dermatit 
non-articular rheumatism . CORTRIL . tendinitis . CORTRIL . osteoarthritis . CORTRIL . epicondylitis . CORTR 
rheumatoid arthritis . CORTRIL . tenoperiostitis . CORTRIL . bursitis . CORTRIL . styloiditis . CORTRIL . conta 
dermatitis . CORTRIL . paratenosynovitis . CORTRIL . atopic dermatitis . CORTRIL . myositis ossificans . CORTR 
infantile eczema . CORTRIL . fasciitis . CORTRIL . food eczema . CORTRIL . contact eczema . CORTRIL . u 
complicated stasis dermatitis . CORTRIL . erythema multiforme . CORTRIL . pruritus ani et vulvae . CORTR 
idiopathic eczema . CORTRIL . otitis externa . CORTRIL . lichen planus . CORTRIL . nummular eczema . CORTR 
seborrhoeic eczema . CORTRIL . lichen simplex chronicus . CORTRIL . neurodermatitis . CORTRIL . blepharit} 
CORTRIL . actinic dermatitis . CORTRIL . conjunctivitis . CORTRIL . cheilitis exfoliativa . CORTRIL . corne 
ulcer . CORTRIL . interstitial keratitis . CORTRIL . phlyctenular keratoconjunctivitis . CORTRIL . neo-vascula 
ization . CORTRIL . iritis . CORTRIL . cyclitis . CORTRIL . choroiditis . CORTRIL . chorioretinitis . CORTR 
acute and chronic non-granulomatous uveitis . CORTRIL . herpes zoster ophthalmicus . CORTRIL . eczematoid dermatc] 
non-articular rheumatism . CORTRIL . tendinitis . CORTRIL . osteoarthritis . CORTRIL . epicondylitis . CORTR 

rheumatoid arthritis . CORTRIL . tenoperiostitis . CORTRIL . bursitis . CORTRIL . styloiditis . CORTRIL . conta 
dermatitis . CORTRIL . paratenosynovitis . CORTRIL . atopic dermatitis . CORTRIL . myositis ossificans . CORTR 
infantile eczema . CORTRIL . fasciitis . CORTRIL . food eczema . CORTRIL . contact eczema . CORTRIL . uit 
complicated stasis dermatitis . CORTRIL . erythema multiforme . CORTRIL . pruritus ani et vulvae . CorTall 
idiopathic eczema . CORTRIL . otitis externa . CORTRIL . lichen planus . CORTRIL . nummular eczema . CORTR 
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- Toclase’ | 

Citrate ' 

Brand of Carbetapentane Curate. 8 ; 
| SYRUP | Tocough 
A PALATABLE AND | 
EFFECTIVE COUGH SEDATIVE 





or not 
A454) SR 
FOLKESTONE- ENGLAND to cough? 





BRAND OF CARBETAPENTANE CITRATE 


COUGH SYRUP 


The new selective prescription for cough control. 


TOCLASE COUGH SYRUP is not related to opium alkaloids or 

their derivatives. It acts selectively on the central nervous system. 

It eliminates useless unproductive cough. It moderates purposeful cough. 
And, though more potent than codeine, it is entirely non-toxic 

even in over-dosage. TOCLASE is non-habituating and is well tolerated by 


children as well as adults. 


TOCLASE will become a prescription of choice because it is — 
@ selective @ effective @ non-narcotic @ palatable @ safe @ well tolerated 


Pfizer) WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 


PFIZER LTD FOLKESTONE - KENT 
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Diet in old age 


Frank vitamin deficiencies due to inadequate dietary 
intake are fortunately rare in this country. Mild 
deficiencies do occur, however, especially among old 
people who, for health or economic reasons, find 
difficuity in catering for themselves and in preparing 
balanced meals. Their diet mcy be lacking in some 
of the essential nutrients. 


Marmite is a particularly useful source of t:.¢ vitamin 
B, complex and can be incorporated in the «:t in 
many simple and appetising ways. 


MARMITE <3: ©: 


Obtainable from Chemists and Grocers 
Literoture on request 








$505 THE MARMITE FOOD EXTRACT CO., LTD., 35 Seething Lane, LONDON, E.C.3 
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ADVERTISED AND INTRODUCED ONLY TO THE MEDICAL PROFESSION 


BORNOLIN 


FOR TREATMENT OF BURNS, SCALDS AND SEPTIC WOUNDS 
Bactericidal, Soothing, Healing properties 


Ol. Morrhuae, Ol. Hippoglossi, Vitamin D in sterilized soft paraffin 
The urgency of treatment for Burns and Scalds is well supported by BORNOLIN 





Pain immediately relieved, loss of serum checked, progressive 
* and rapid healing promoted, with minimal scarring * 











BORNOLIN DRESSINGS DO NOT ADHERE 


Packings and Basic N.H.S. Price: Tube of 40 gm. 2/3 each. Itb. jar 20/- net. Samples and literature on request 


BENGUE & CO. LTD.. 


Manufg. Chemists, MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDX. 
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Foremost among 


{ : 
q | 


the tonic restoratives 





A sp2cial formulation, its delicate flavour rendering 


= 
> 











4 P it acceptable to the most fastidious palate and 
. representing Vitamin B Lig. Extract of Malt 
4 the Glycerophosphates of Iron, Magnesium and 
= Potassium, and Pepsin, together with Strychnine 
~— Hydrochloride 1/200 grain in each fluid drachm 
—_ Itis indicated in devitalized conditions as it improves 
——e , 
—— ——s appetite and increases mental and phys:cal activity 
—— —_—_—_—_- 

‘ aE Available in 4-oz.; 8 oz.: 16 oz.; 40 oz. and 
———— (ee 80 or. bottles 
—_—_— 
—_ 
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TOWALIX 2 
It is true that no other cheese is like 


St. Ivel, not only is this because no other (FERRIS) 
cheese has the delicious cheddar flavour en pee 
and creamy texture, but also because it . 


tee § FERRIS & COLTD 


The reason for this is that instead of BRISTO 
using an ordinary cheese starter of lactic STOL 
strepte-cocci, a culture of specially 
selected strains of Lactobacilli is used: 
The cultures are maintained by pro- 
fessional bacteriologists with specialised I 
knowledge of bacterial selection and nterest 
genetics. 

Great importance is attached to this Rate 
aspect and to the nutritional require- 
ments of the Lactobacilli so as to main- 


tain the activity of the culture in the J, 9 Oo 
cheese after manufacture, and to ensure Nou > / 
Oo 


Telephone 21 Telegrams FERRIS BRISTOL 


Special hospital packs available. j sah 
Communications should. be Invest today with 


addressed to The Director, HASTINGS and THANET 
Central Laborator 
Ys BUILDING SOCIETY 

Aplin & Barrett : : 
Any amount from £1 to £5,000 may be invested 

Led.. Yeovil, Income Tax is borne by the Society and the 

Somerset. dividend compares with a gross yield of nearly 

5 where the investor is liable to tax af the 

full standard rate Regular savers earn 3) 

net limit £10 a month There is no deprecia 

tion of capital and excellent withdrawal facilities 

are available 

Please call or write for a copy of our booklet 

“ Profitable Investment 


Hastings and Thanet 


BUILDING SOCIETY 








maximum therapeutic value. 








Established over /00 years 
Assets £20,000,000 appro» Reserves £1 ,00C 
29-31 Havelock Rd., Hastings 46 Queen St., Ramsgate 


FRESH UP FROM SOMERSET Sate in Vee "ein Seoeateteeny, Comeecters 


3-4 Cecil St., Margate 
41 Fishergate, Preston 88 Mosley Street. Manchester, 2 
111 New Street, Birmingham. 2 
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THE TREATMENT OF 


PEPTIC ULCER 


WITH “ROTER” TABLETS 
TE Qe 


Extract from the British Medical Journal, Ist October, 1955, p. 827 





** The immediate clinical results were assessed after the first month's | 
treatment in four main groups: (A) pronounced relief (symptom 

free); (B) definite relief (minor symptoms with no pain); (C) 
doubtful relief (symptoms persisting but improved); (D) no 
relief. 


- 81°, of cases became symptom free—70°, of them during 
the first week and 30°, during the second week; a further 9° 
were relieved of the majority of their symptoms. Thus there was a 
satisfactory response in 90°, of cases 


“ Four of the nine cases in groups C and D have elected to go to 
surgery, and one of the remaining cases has a hiatus hernia as well 
as a duodenal ulcer. Experience of treating these * failures’ over 
the past six years leads one to believe that no form of medical 
treatment will be effective and that surgery is the only hope of 
relieving their symptoms. In 75% of the cases the patients were 
of the opinion that the tablets were superior to alkaline powders, 
and they found that they were able to take foods which they had 
avoided for years 


““ The treatment is ideal for general practice, where its simplicity | 
appeals to both patient and doctor, and, although its mode of 
action remains an unsolved problem, this should not deter its use 
in a condition the cause of which remains a riddle. Finally, while 
the possibility of toxic effects does arise, none have been reported 
or found in this series; but, as a precaution, the tablets should not 
be administered to young children.” 


Roter”’ tablets are prescribed on N.H.S They are not advertised to the public 
Packings: Tins of 40, 120, 640; and dispensing size, 720 (P.T. Exempt) 


Samples and literature on request 





F.A.LR. LABORATORIES LIMITED. HEATH ROAD, TWICKENHAM, MIDDLESEX 
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—a 
Four Fold 
LIQUID 

Medication 


KOLANTYL has proved 
its great value as a 
complete ulcer therapy in 
tablet form. 

It is now also available, 
for those who prefer a 


liquid medication, as 






KOLANTYL GEL 


containing in each 10 c.« 
—¢ —— 
( Merrell ) 
— —! 


In bottles of 12 fluid ozs 
Dose: 2-4 teaspoonfuls (10-20c.c.) 3-4 times a day 


* 


. 


. 


- 


*Merbentyl’ (5 mg.) 


an antispasmodic notably free from side-effect 


Aluminium Hydroxide Gel (400 mg.) 
+ Magnesium Oxide (200 mg.) 


for complementary antacid effect 


Methyiceliulose (100 mg.) 


a protective demulcent. 


Sodium Laury! Sulphate (25 mg.) 


@ pepsin and lysozyme inhibitor. 


distributed in the United Kingdom and Etre by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS 
for the Wm. S. Merre 


1 Company, London. 
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Whenever the diet is faulty, 


the appetite poor, 
or the loss of food is 
excessive 


through 
vomiting 
or 
diarrhoea 






MEAT JUICE 


A Pure Concentrated 
Extract of Beef 





Adolescence 
: stimulates the appetite 

increases the flow of 

digestive juices, 

Dowd provides protective 

Infant diarrhoea Quantities of potassium, 

in a palatable and readily 

assimilated form. 





Debilitating - 
gastrointestinal 
conditions 





VALENTINE Company Inc. 


RICHMOND 9, VIRGINIA, U.S.A. 


Dosage is | teaspoonful two or three times daily. 


Valentine’s || 2° ™y be prescribed 





For 40 years 


“EUPINAL’ 


has becr used success- 
fully in the treatment of 


Asthma and 
Chronic Bronchitis 


on N.H.S. Form E.C.10 


**Eupinal’’ contains Iodine and 
Caffeine combined in a most 
elegant and effective form. 


In chronic Bronchitis ‘‘ Eupinal"’ 
softens the tough accumulated 
mucus in the bronchial tubes 
and allows it to be more readily 
expectorated. In Asthma it pos- 
sesses a more markedly sooth- 
ing effect, lessening the 
frequency of attacks and re- 
ducing their severity and 
duration, and relieving breath- 
lessness. ‘‘EUPINAL"’ contains 
no poison and is safe in use. 








A PRODUCT OF 


CuxSon G cna 


OLDBURY BIRMINGHAM 
| Telephone: BROadwell 1355 | 
| 
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Canned strained foods solve 


a mother’s problem 


It is an everyday matter for you to recom- 
mend early mixed feeding for baby, but 
mothers often find it difficult to obtain and 
prepare suitable fresh foods. Heinz Strained 
Foods will solve the problem. 

Heinz are able to buy fruits and vegetables 
direct from farms—not always possible for 
town-dwelling mothers. And the Heinz cook- 
ing and straining equipment conserves the 
maximum amount of goodness in the foods. 

Another point—there are 19 varieties of 
Heinz Strained Foods. These not only have 
the advantage of getting the baby’s palate 
accustomed to different flavours—they also 
make it possible to provide a balanced, 
varied diet at all seasons of the year. 

For a FREE booklet which gives the exact 
nutrient values of all 19 varieties of Heinz 
Strained Foods, please write to Dept. 7Q, 


H. J. Heinz Company Ltd., London, N.W.10 


(67) 
“HEINZ Strained Foods 


SOUPS MEAT BROTHS VEGETABLES SWEETS CEREAL 





* Cestra Mask 


FOR SURGEONS AND NURSES 








Bacteriologically 
tested and 
specially designed 
for the 
prevention of 


droplet infectior 





After many bacteriological experiments tnis mask was 
designed to arrest all droplets from the mouth and nose, 
and so to prevent contamination during operation. The 
“Cestra” Mask consists of four layers of fine dental 
gauze. it fastens securely under the chin, has an air gap 
at the sides, is comfortable to wear for long periods and 
may be easily sterilised 
Obtainable from Chemists and Medical Stores 


MADE BY ROBINSON & SONS LTD. 
Wheat Bridge Mills, Chesterfield. Tel. Chesterfield 2/05 


London Office : King’s Bourne House, 229/23) High Holborn, 
London, W.C.l. Tel. Halborn 6383 


Manufacturers of all kinds of Surgical Dressings 

















- 
You should | 
| | 
_ bank with the | 
| 


Westminster 





Westminster Bank Limited "o's 
Head Office: 41 Lothbury 2 2 
London, E.C.2 e 
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MIOTROL=P 








Tablets containing :— Methy! Testosterone 2.5 mg. Ethiny! Oestradiol! 0.005 mg. 
Phenobarbitone 16.0 mg. (\ gr.) 


A synergistic combination of androgen and 
oestrogen with phenobarbitone. 





Specifically designed for control of symptr ms associated é 
with menopausal disturbances, premer strual migraine 1 
and tension, dysmenorrhoea. 3 
Literature forwarded o-. request és 

#4 


aw (OX@ID) prooucr 


OXO LTD. (Medical Dept.), THAMES HOUSE, LONDON, E.C.4 


Telephone: CENtral 978! 





Let your money earn 
maximum interest 
with security 


STATE 


BUILDING SOCIETY 





( Established 1931) 





Some of my OFFERS 
own treatment, eh? | @ Assets exceed 
,! £3,000,000 
Thank you, nurse ' @ Easy withdrawals 
@ Income tax borne by 
- 4 the society 
@ Any amount accepted 
up to £5,000 
iY sleep sweeter @ No a ition 
For full a ular apply " 
? Bourn-vit ae ° 
U n-V a STATE BUILDING SOCIETY 
30 STATE HOUSE 
Made by Cadburys 26 Upper Brook St.. FR EE OF TAX 
Park Lane. London, W.1 gual to £6.19 


Tel: MAYfair 8161 
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spirin 
and 
Ulcer 


Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


“Calcium aspirin does not have this irritant action unless it has deterior- 
ated through standing, and it can be used with impunity, especially if 
prescribed in soluble form. This simple measure would, in our opinion, 
cut down significantly the incidence of hematemesis and exacerbations 
of ulcer symptoms.” 


British Medical Journal, July 2nd 1955 


SOLPRIN provides calcium aspirin in pure and stable form 
CODIS is a compound tablet that provides codeine and 


phenacetin and calcium aspirin, in place of the 
ordinary aspirin in Tab. Codein. Co. B.P 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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' Three good points : 

| 

| | 
which qualify HYPON TABLETS as the leading Analgesic and Antipyretic | 
| J é é : 

| | 

| | Analgesic and Antipyretic: In- lated. Rapid disintegration | 

' dicated for the relief of pain ensuring quick relief from | 

' associated with Rheumatism, pain and maximum thera- | 

; Spastic Dysmenorrhea peutic value. 

Neuralgia, Headaches and all , 

wt ce nee oa i a 3 Prolonged Action: The bal- , 

! alanced Analgesic and Anti- anced formula provides a high 

| pyretic. degree of synergistic action 

| 2 Rapidly effective: Quickly ensuring full therapeutic effect | 

| absorbed and easily assimi- over a prolonged period | 
| 
| ee ee eae ee | 

| t , 

wo more... 
| 

| 4 Non-depressive: Distressing side 

| effects normally associated with ad- | 

ministration of aspirin, phenacetin | 

i and codeine are counteracted by a 

' therapeutic dose of caffeine | 

5 WNon-constipating: A minima! dose 
| 
| of phenolphthalein is introduced to 

| prevent constipation | 

| | 

| FORMULA: A BF 
: Acid. Acetvisalicyl > — Gi. 22 , - 
> 

| Phenacet. B.P.—48.00% ; Caffein. B.P.—2.00% ; Codeine HY! ON 

| Phosph. B.P 99".,; Phenolphthal B.P.—1.04 » N 

Excip.—7.75°.( each tablet & grains) TA BLETS | 

| 

| CREWE: LONDON | 
= CALMIC LIMITED 2? Mansicia Sreerws | 

Crewe 3251-5 Tel. LANeham 8038-9 , 
| 

Daas eee wl | 
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- a 
Peripheral V. ] 
° 
ertpheral Vascular Disease... 
HYDERGINE | 
° bd 4 B - 4 
‘ ; Joe 
(methane sulphonates of dihydroere rnine, dihyd 
e cristine and dihvdroergokryptine in equal part 
° Hydergine exerts its beneficial effects on several 
of the mechanisms governing the flow of blood 
‘ in the extremities 
1. It reduces vascular tone by a direct action on 
ss the vasomotor centre in the brain stem 
2. It exerts a peripheral adreno-sympathicolytic 
action resulting in vasodilatation and the 
“ protection of the vessels from vasoconstrictor 
stimuli such as cold, pain or excitement 
“ 3. It inhibits proprioceptive pressure-sensitive 
reflexes and thus prevents reflex vasoconstriction 
° As a result, Hydergine suppresses vascular 
spasm in peripheral vascular disorders of a 
. functional nature and restores normal blood 
flow. In disorders involving organic changes 
of the arteries, or in thrombosis or embolism 
. 
reflex spasm is prevented or relieved, the 
collateral vessels are dilated and the blood supply 
° to the affected limb is greatly increased 
. 
HYDERGINE is available in the form of 
e sublingual tablets (0.25 mg.) and ampoules (0.3 mg.) 
\ 
) Literature and samples are available on request 
NDOZ 
‘ ba yr, Sd ‘ A x 
SANDOZ PRODUCTS LIMITED 
i384 Wigmore Street, London, W.!I 
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Effective diuretic therapy by oral administration is now made possible by MERCLORAN 
One emplet three times daily, equivalent to 30 mg. mercury, is usually sufficient to keep cardiac 
patients free from oedema. Where more intensive treatment is needed MERCLORAN, 
being well tolerated by the majority of patients, can be taken more often and in increased 
doses. The need for injection is thus frequently eliminated 
In severe cases, it ts often desirable to initiate treatment parenterally, v 
ch re d compound MERCARDAN (meralluri 
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(Enteric coated tablets) 
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Natural sleep ~ the best ally 


REPARATIVE PROCESSES are most active during the hours of sleep 
When patients need natural, recuperative sleep, and when narcotics 
are contra-indicated, ‘ Ovaltine’ may be safely recommended for this 
reason: it provides palatable, concentrated nourishment in a form 
which is easily absorbed without disturbing the patient’s tranquillity 


Ovaltine ’ contains only the best of natural foods—malt, milk, cocoa, 
soya and eggs—plus added vitamins in standardized quantities 
It is therefore useful in the dietary management of those diseases 
which are complicated by insomnia. It engenders a warm, soothing 
feeling which helps to create the conditions most favourable to the 
best kind of sleep. ‘ Ovaltine’ can be recommended with confidence. 


Vitamin Standardization 
per oz —Vitamin B 0.3 me 
Vitamin D, 350 iu Niacin, 2 meg 


A.WANDER LIMITED, 42 Upper Grosvenor Street, London W.1. 


Manufactory, Farms and * Ovaltine’ Research Laboratories : King’s Langley, Hert M. 382 
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‘VIMALTOL’, a delicious, nourishing ( Niacin ie 
vitamin preparation, has achieved wide \ is My 
| popularity as a supplementary food item — D i) 
against malnutrition in infants, children =. \ pl 
and adults. It can be used with advantage a 
whenever nutritional levels are unsatis- Se 
factory. It can also be usefully employed inns ‘ 
when vitamin intake is insufficient, for y \ 
example, due to distaste for natural 1 B \\ 
vitamin-bearing fruits and other foods " 2 y 5 
‘Vimaltol’ is a quality product from wy Po | 
| the “Ovaltine’ Research Lab6ratories. Its ee fe SRS 
balanced formula, which includes special —— “te ‘ 
malt extract, high vitamin potency yeast, = = = “ \ 
| halibut liver oil and iron, has been de- JgGrr~ SEZ i! i 
veloped in the light of recent findings of “Ge ~Y v4 | y} 
dietetic science. *Vimaltol’ actively assists if “a's, J 
in growth and development and helps to i ‘i 2s” 
raise resistance against the onset of in- i'w tty 
fection “A ii, 
For these reasons, it is widely prescribed WY Pd 
for the young because of their higher Ss. Se. 
metabolic requirements It is highly ~ Sh ee 
palatable, readily assimilable and quickly 
available 
| 
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| or Infants, Children and Adults 
4 seebiate , 
mn. ‘inical samples of c ‘ 
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REDUCTION OF 
| HYPERMOTILITY 


‘Lergine’ brand Tricyclamol Chloride,a new 
anti-cholinergic agent, markedly reduces 
gastro-intestinal motility and spasm, and 
diminishes gastric, pancreatic and intestinal 
secretions. 

As an adjunct to the dietary treatment of 
peptic ulcer, ‘Lergine’ provides prompt relief 
of spasm and pain. In cases requiring added 
sedation ‘Lergine’ brand Compound, which 
contains tricyclamol and phenobarbitone, 
is advised. 

‘Lergine’ has proved highly effective in 
relieving the pain and constipation associated 
with spastic or “irritable” colon, and is 
valuable in treating pylorospasm, ulcerative 
colitis, regional ileitis and some types of 
diarrhoea, for example that associated with 
pancreatic insufficiency. 


*Lergine’ and ‘Lergine’ Compound are each issued 
in bottles of 100 and 500, the former at prices of 
47/6d. and 80/-, and the latter at 19/6d. and 
85/-, each subject to the usual discount. 








“LERGINE’ brand Tricy- 
clamol Chloride, 50 mgm 
compressed products 


‘“LERGINE’ COMPOUND 
Compressed products con- 
taining $0 mgm. tricycla- 
mol chloride and 16 mgm 
gr. ¢) phenobarbitone. 


i BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 





ANNOUNCEMENTS LXXIII 

















For True Buffer Action... 


in WYPERACIDITY 
Yj 
and PEPTIC ULCER Yy 







yy By, 
H, if y,y;:. 

got OU WH Yh /; if 
yl of, 4 


IT 4 


yi" 


ne ony 













4, 
! Anne 


ll — Th ren J 
Rim mr A 


WG Ss 
PRODEXIN 


2, “AA 


Udy, 
Wij 
iy 
of 30 individually wrapped 


Prodexin has all the attributes of a true buffer, 






and more besides 
e. keeps gastric acidity down to an equable Dispen-ing | 
level (pH 3-5 to 4-5) 


@ it does not alkalise the stomach contents, se 
that acid rebound cannot occur 


@ its effect is consistent and prolonged, 
@ it does not vary in potency 


@ it is pleasant and safe to take and ix free from 
grittiness 


FORMULA 
Aluminium glycimate . . .« «© «© «© «+ 0.9 gm 

. ee 
Magnesium carbonate . v0.1 gm ¢ ,« 
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~TLOTYCIN 


TRADE MARK BRAND 


ERYTHROMYCIN 


*ILOTYCIN’? is rapidly bactericidal to Gram- 
positive organisms, including staphylococci, strep- 
tococci and pneumococci. Orally administered, 
it gives adequate 2-hour blood levels, is perfectly 
safe, well tolerated and free from unpleasant 
side effects. 


AVAILABILITY 
* Hotycin* Tablets : 100 mg. and 250 mg. Average dose: 
1 Gm. daily. 


*Tlotycin’ Paediatric: in palatable /iguid form. Average 
dose : } teas,oonful per stone body weight every 6 hours. 


ELI LILLY & COMPANY LIMITED 
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THE MONTH 


‘But above all, the heart Must bear the longest part’, sang George Herbert 
over three hundred years ago. It is not surprising therefore that diseases 
of the heart play such a prominent part in the daily round 
The of the family doctor. It is he who has to deal with the crisis 
Symposium of myocardial infarction, the management of the patient 
with congestive heart failure, the care of the ageing heart, 
and the difficult decision of when the heart is failing to cope with the strain 
of chronic pulmonary disease. All these problems are dealt with in our 
symposium this month. The mechanization of cardiology has not yet been 
carried in this country to the extremes which it has elsewhere, and the 
practitioner trained in British schools is still largely dependent upon the 
stethoscope. He will therefore appreciate Dr. Howard Sprague’s intro- 
ductory article on ‘the art of auscultation’. The most striking advance in 
cardiology of recent years has been the dramatic development of cardiac 
surgery. ‘To ensure that the cardiac patient should obtain the full benefit 
of the brilliant work of our cardiac surgeons, it is essential that the practi- 
tioner should know the type of case which is suitable for surgery, and in 
Dr. Turner’s article on ‘the selection of patients for cardiac surgery’ he will 
find a comprehensive and authoritative guide to the subject. Finally, there 
is aWways the difficult problem of the patient whose symptoms mimic those 
of heart disease, and it is this diagnostic conundrum which is reviewed by 
Dr. Paul Gibson in his article on ‘cardiomimesis’. 


Tue Guillebaud Report (‘Report of the committee of enquiry into the cost 
of the National Health Service’. H.M. Stationery Office, price gs.) is an 
interesting factual account of the Service. From the 

The Guillebaud point of view of policy-making, however, it is dis- 
Report appointingly negative in its outlook. Whilst it is 
reassuring to know that ‘any charge that there has been 

widespread extravagance’ in the Service ‘is not borne out’ by the evidence 
presented to the committee, it is disappointing that so many problems have 
been shelved, and the status quo accepted, on the grounds that ‘it would be 
altogether premature at the present time to propose any changes in the 
structure’ of the Service. It is only the bureaucrats who will appreciate the 
pious hope that ‘longer experience of the working of the Service arid the 


gradual emergence of a new generation may make comparatively simple 
many changes which now appear difficult and impracticable’. (The italics 
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are ours.) Surely, if, as the committee admits, ‘there are defects in the 
present organization and administration’ of the Service, now is the time to 
deal with them in a radical manner and not in the temporizing half-hearted 
manner suggested by the committee. If, for instance, ‘not a few of the long- 
term problems of high importance confronting the National Health Service 
can only be solved by the medical profession itself’, why has the committee 
so little to say about the cavalier manner in which the profession has so 
often been treated in the past when it attempted to safeguard the profes- 
sional standards which are the bedrock of all sound medical practice? 

On the other hand, the profession must be grateful that the committee 
approve of the retention of part-time consultants and of pay-beds in hos- 
pital, and of increasing facilities for general practitioners to look after their 
own patients in hospital. There will also be fairly widespread approval of 
the suggestion that provision should be made for a new specialist grade, 
below the grade of consultant, which would offer a permanent position in 
‘the career structure of the hospital service’. ‘The grave danger remains, 
however, that this report will be accepted as an excuse for maintaining the 
status quo, with minor modifications, until such time as it can be protested 
that any attempt to reform the Service would produce such chaos as would 
prove dangerous to the health of the nation. 


AMONG the many problems confronting the family doctor one of the most 
difficult is that of advising parents concerning the likelihood of the offspring 
of the marriage being born with a congenital abnormality 

Genetics or developing some hereditary disease. So much may depend 

for the upon the advice given in such cases that many practitioners 
Practitioner tend to shirk the responsibility and to play for safety by 
advising the parents against having any children at al? or, 
if one deformed child has been born, to advise that this should be the last. 
This is a far from satisfactory solution to the problem, but the difficulty 
hitherto has been that information on medical genetics has only been avail- 
able in a highly technical form and in publications that are intended for 
the genetic specialist. As has so often happened in the past, we are indebted 
to our American colleagues for taking the initiative in this matter, and in 
an admirable little book entitled ‘Counseling in Medical Genetics’ (W. B. 
Saunders Co. Ltd., price 28s.), Sheldon C. Reed, director of the Dight 
Institute for Human Genetics, the University of Minnesota, has sum- 
marized, in non-technical language, all the available data which a practi- 
tioner requires in advising his patients in such matters. 

Mr. Reed has dealt in detail with the twenty most common problems in 
this field. These are all traits which appear with a frequency of ‘better than 
one in one thousand births’. They include conditions such as mongolism, 
harelip, congenital heart disease, and schizophrenia. In addition he gives a 
list of traits which occur more rarely. Other problems dealt with include 
multiple births, the problem of cousin marriages, and disputed paternity. 








rHE MONTH 239 


With characteristic Transatlantic enthusiasm, this problem of inherited 
traits and diseases has been taken up in a big way in the United States 
where, according to Mr. Reed, ‘heredity clinics have popped up like mush- 
rooms during the last decade’. Over here British conservatism is not likely 
to encourage such a development, and for a long time to come it will be 
the prerogative of the family doctor to advise his patients on such matters. 
With this book by his side he will find his decisions much easier to reach, 
and at the same time have the satisfaction of knowing that the advice he 


is able to give is sound and reliable 


SnaP decisions based upon inadequate data and political propaganda have 
been the curse of the National Health Service since its inception. This 
regrettable state of affairs is admirably demonstrated 
Are Proprietaries in successive Ministers’ attempts to persuade practi- 
an Economy? _ tioners to prescribe official preparations in preference 
to proprietary preparations. At times these efforts have 
gone so far as almost to sabotage the pharmaceutical industry's outstanding 
contribution to our export trade and therefore the financial stability of the 
country. That the prescribing of official preparations would reduce the cost 
of the National Health Service was a specious argument, but unfortunately 
the drug bill continued to rise. It is becoming increasingly clear that one 
of the weaknesses of this propaganda in favour of official preparations is 
that it is based upon a superficial survey of incomplete information. Now 
that the pricing bureaus are getting sufficiently under way to be able to 
produce facts and figures upon which reasonably sound conclusions can be 
based, it appears as if this fuller information might suggest that * the intelli- 
gent use of proprietary medicines can be a means of reducing the drug 
bill’. 

Such, at least, is the suggestion advanced by F. F. Marchbanks (Pharm 
F., 1955, 175, 563), who has analysed the striking variations in cost and 
type of prescribing in different parts of England in 1954. His average 
figures show that in the Lancashire boroughs the total cost per person is 
very high, the frequency per person is high, but cost per prescription is 
low. In the Home Counties, on the other hand, the cost per prescription is 
high, but the frequency is moderate and the total cost per person is low. 
In other words, ‘high cost per head is due, in the main, to high frequency 
of prescription rather than to high cost per prescription. In some areas 
patients get large numbers of cheap medicines, in others a smaller number 
of expensive medicines. And it seems to cost more to give a lot of cheap 
medicine than a smaller quantity of expensive medicine’. This certainly 
supports his suggestion that the use of proprietary medicines is not asso- 
ciated with unduly high cost per person. It is to be hoped that official 
attention will be paid to his plea for a m@re detailed investigation of the 
data available in the pricing offices, in an attempt to confirm or disprove 


his contention. 
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Many striking differences between the budget of the medical student on 
either side of the Atlantic are brought out in a survey, by R. Strauss (N.Y. 
St. F. Med., 1955, 55, 3640), of the budgets of the 
Medical Student’s first year students (226) at the two medical schools 
Budget in U.S.A. (New York City and Syracuse) of the State Univer- 
sity of New York. The charge for tuition, including 
fees, was $715. Expenditure on books, instruments and the like ranged 
from $50 to $775, with medians of $363 and $455, depending upon whether 
the student attended the New York City school or that at Syracuse. ‘The 
median for total school expenditure was $1,063 at the former and $1,262 
at the latter. Living expenses varied considerably between the two schools 
as a higher proportion of students lived at home or with relatives in New 
York City than in Syracuse. Thus, the median living expenses were $1,068 
at the former and $1,354 at the latter. In other words, it cost the student 
from $2000 to $2,500 to meet school charges and living expenses during 
his first year: i.e., $8000 to $10,000 for the complete course of four years. 
Analysis of the students’ sources of income showed that the most im- 
portant source was cash contributions from the parents: reported by 73 per 
cent. of the New York City students and 82 per cent. of the Syracuse 
students. The median contribution from parents was $1,345 for the former 
and $1,445 for the latter. Vacation earnings, ranging from $100 to $1,100, 
were reported by well over 80 per cent. of the students, whilst over 5 per 
cent. of them were dependent upon their wives’ earnings. Only 10 per cent. 
of those in New York City, and 6 per cent. of those in Syracuse, reported 
income from remunerative employment during term, and the median from 
this source was under $300. Sixteen students in each school were receiving 
state scholarships ($750 at New York City and $350 at Syracuse). Debts 
were being incurred by 17 per cent. of the students, who estimated total 
debts at the end of four years at a median of $5,500. One of the most 
interesting points brought out by this survey is that in the case of more 
than half the students the father’s occupation suggested only a modest 
income, whilst many of the fathers’ incomes were of ‘the low income 
variety’. As Dr. Strauss points out, this ‘implies severe economic depriva- 
tion by many parents in order to help finance a medical education’. A High 
Court Judge recently commented that the modern Englishman’s motto 
seemed to be: ‘Every man expects England to do its duty’. Our American 
allies apparently still prefer Nelson’s original message. 


To Our OWING to a dispute in the printing trade to which we are not 
Readers parties it has been necessary to curtail the size of this issue. 
There is also a risk that some copies may be late in reaching 

our readers’ hands. We-desire to express our regret to subscribers and con- 
tributors for any annoyance or.inconvenience that may be caused by cir- 
cumstances that are beyond our control. In future issues it is hoped to 


make good the omissions in this number. 





THE ART OF AUSCULTATION 
OF THE HEART 


By HOWARD B. SPRAGUE, M.D. 


Physician, Massachusetts General Hospital; 
Former President, American Heart Association 


To refer to auscultation as an ‘art’ is a proper choice because the effective 
use of the stethoscope requires skill and experience, and a knowledge of 
the basic physics of acoustics and human hearing. 


THE CHOICE OF STETHOSCOPI 

Numerous stethoscopes were devised during the one hundred years 
after Laénnec’s description of the instrument in 1819, without many 
attempts to understand the principles of sound transmission peculiar to 
them. The introduction of the binaural instrument was important from the 
standpoint of efficiency, but other modifications, such as the addition of a 
diaphragm over the chest-piece opening, appear to have been concerned 
with efforts primarily to amplify the sounds. 

In 1924, | became the cardiac resident at the Massachusetts General 
Hospital under Dr. Paul D. White and learned from him the necessity for 
using the open bell chest-piece and the diaphragm chest-piece in examining 
all cardiac patients. To facilitate this examination, the combined instrument, 
permitting alternate use of the chest-pieces by throwing a valve, was 
described by me in 1926 and has been standard in our clinic since then 
Reports by M. B. Rappaport and myself in 1941 and 1942 established the 
acoustic principles underlying this necessity for employing both chest 
pieces. Briefly, it was shown that the open bell, lightly applied to the chest 
(so as to avoid damping the chest vibrations), transmits all frequencies, 
thereby permitting the low tones to predominate by virtue of their greater 
energy. The diaphragm chest-piece, with a rigid plastic diaphragm, 0.015 
inch (0.38 mm.) thick, attenuates the low frequency components, which 
tend to mask the higher tones, and permits the latter to become more 
readily appreciated by the ear. A partial diaphragm effect can be attained 
by pressing the open bell firmly against the chest, producing a filtering 
effect by converting the skin of the patient enclosed within the rim of the 
bell into a more rigid structure. 

Other factors of importance in stethoscope use and structure are: (1) the 
necessity for perfect fit of the earpieces permitting no leakage of air 
(Rappaport and Sprague, 1952), (2) auscultation in a quiet room, (3) the 
reduction of the total air in the conducting system of the instrument to an 
ideal compromise minimum, and (4) the use of thick-walled, or comparably 
rigid tubing, between the binaural ear-pieces and the chest-piece (Rappaport 
and Sprague, 1951). In so far as point (3) is concerned, our work indicates 
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that the most effective internal diameter of all tubing in the system is 
4 inch (3.2 mm.) and that ten-inch (25.5 cm.) length of tubing connecting 
the binaural ear-pieces and the chest-piece is optimal for clinical use of the 
stethoscope. ‘The area of greatest efficiency of this relatively small diameter 
tubing is in the sound spectrum of 20 to 115 cycles per second where the 
following auscultatory phenomena usually fall: mitral diastolic murmurs, 
low-pitched basal diastolic murmurs, the first, second, and third heart 
sounds, some systolic murmurs, gallop rhythms and atrial sounds. The 
recommendation of thick-walled or relatively rigid flexible tubing of rubber, 
neoprene, plastic or similar materials is based on the importance of the 
stitfness of the wall in preventing transmission losses or distortions by 
elastic deformity of the tubing walls by the sound pressure waves. 

In auscultation one deals with a narrow band of frequencies from around 
5 to 1000 cycles per second. Actually, vibrations under 30 c.p.s. are in- 
audible; the higher frequencies are unimportant, and most heart sounds and 
murmurs lie in the range of 60 to 400 c.p.s. The so-called ‘high-pitched’ 
aortic diastolic murmurs are only about 300 c.p.s. Not only are the noises 
made by the heart low in pitch, but they are also low in energy, which 
explains the need for training the ear to detect them and the brain for 
timing and interpreting them. Furthermore, the logarithmic response, a 
protective mechanism in human hearing, makes the ear relatively insensitive 
to low-pitched sounds; as a result these noises are difficult to hear, since 
they fall in the insensitive area of the human ear. It is for this reason that 
attempts to detect the lowest pitched sounds should be made with the 
open bell system without damping so that the ear may respond also to the 
tactile sensation of the drum at the lowest frequencies. 


EXAMINATION OF THE PATIENT 

It is a mistake for the physician to use his stethoscope before observing the 
patient, and palpating the pulse and the praecordium. By being suspicious 
of what may be found on auscultation, one is more likely to find it. As an 
example: the diagnosis of significant mitral stenosis can usually be made by 
feeling at the apex the sharp valve closure, associated with the short, loud, 
first heart sound. The stethoscope may only confirm this or may reveal 
complicating valve disorders. 

In beginning the auscultation of a patient, it is often wise to start at the 
base where the second heart sound defines itself best, and proceed by short 
steps toward the apex. This method may be obligatory in the presence of 
tachycardia or when murmurs are atypical. Failure to observe this can cause 
the unwary to mistake diastole for systole. It is a far better procedure than 
attempting to time the sounds by palpation of the apex beat or the carotid 
pulse. 

After establishing the cardiac sounds and the rhythm, a quick survey of 
other precordial regions should be made: the apex, ensiform, sternal 
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borders, aortic and pulmonary areas and back of the chest. This should ke 
done with both chest-pieces and with the patient sitting and supine. The 
patient should be placed in the left lateral position and the apical region 
explored. Mitral stenosis of lesser degrees can easily be missed unless this 


is done, both before and after exercising the patient 


rHE HEART SOUNDS 
Although we are not here concerned with the graphic registration of heart 
sounds and murmurs, it may be noted that phonocardiography has been 
useful in explaining what the ear perceives. For example, clinically, it is 
ordinarily considered that the normal heart has two sounds, or perhaps 
three, whereas in a sound tracing the first and second sounds, the opening 
sound of the mitral (and tricuspid) valves, the third sound during rapid 
ventricular filling, and the fourth sound, or that produced by atrial con- 
traction, can all be recorded (Counihan et a/., 1951) 

Furthermore, the first heart sound consists of four components: (1) a 
commonly inaudible early muscular vibration, (2) the sharp closure sound 
of mitral and tricuspid valves, (3) the opening sounds of the aortic and pul- 
monary valves, and (4) the sounds produced during active ventricular 
ejection. Similarly, the second sound has four more or less distinguishable 
elements: (1) an initial inaudible ventricular relaxation vibration, (2) the 
sharp closure sound of the aortic and pulmonary valves, (3) the after- 
vibrations in the major blood columns above the valves, and (4) the opening 
sounds of the mitral and tricuspid valves. 

It may be objected that such refinements, to which the ear is rather 
oblivious, are of no clinical importance. ‘To have such an attitude is to be 
like an individual contemplating a career in music who sees no value in 
appreciating the contributions of each instrument in an orchestra. Actually, 
the better the training of the ear, the more of these acoustic minutiz are 
perceived and the more one realizes that they are often of clinical significance 

The intensity of the heart sounds is determined by several factors. Of 
these, the resonating characteristics and thickness of the chest wall are 
primary. But it must be remembered that loudness is not a function of energy 
of sound vibrations except in a specific frequency band. In other words, 
higher pitched sounds will appear louder than lower pitched sounds even 
though the actual energy is less. ‘The experienced clinician therefore makes 
up his own mind as to whether or not the heart sounds in the individual 
patient are within the normal range of loudness for his particular body build 


rHE FIRST HEART SOUND 
In the course of acute cardiac infections, usually of rheumatic origin, if 
the P-R interval is prolonged, the first heart sound will be less intense 
because of the loss of the normal atrio-ventricular relationship which, pre- 


sumably, furnishes optimal conditions for A-V valve closure. Reduction of 
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contractile force in other types of myocardial disease, such as acute myo- 
carditis or myocardial infarction, will soften the first sound. Mitral insuffi- 
ciency with a systolic murmur may partly mask the first sound. The sound 
may be split by asynchrony of the ventricles in bundle-branch block, but 
this splitting can occur in the absence of such block, and may even be 
present in apparently normal hearts. Splitting of the first heart sound can 
be produced by an accentuation of the third component of the sound, which 
is that caused by the opening of the valves at the base of the heart, and also 
by the addition of a sound which, on occasion, appears at the time of brisk 
dilatation of pulmonary artery and aorta in the early part of systole. 

One of the most valuable diagnostic alterations in the first sound is its 
increased sharpness and loudness in mitral stenosis. This seems to be re- 
lated to a check-rein phenomenon whereby the belly of the valve snaps over 
at the onset of systole when its edges and commissures are restrained by 
the inter-adherent scar tissue. This is the ‘closing snap’ of the mitral valve, 
or the reverse of the ‘opening snap’ which is the final component of the 
second heart sound occurring in early diastole. 

Clinical points of importance relative to the quality of the first sound 
are: first, that in patients with severe congestive failure and pulmonary 
embarrassment (especially if atrial fibrillation is present) the finding of a 
sharp first heart sound, which appears ‘too good’ for the degree of heart 
failure, should demand careful search for a mitral diastolic rumble of mitral 
stenosis. The second point is that severe mitral stenosis with calcification 
will so restrict valvular motion that the first sound may no longer be sharp 
and loud and the opening snap may also disappear. Finally, a loud first 
sound at the pulmonary area, associated with a systolic murmur, 1 sug- 
gestive of mild pulmonary valve stenosis. This appears to be related to an 
increase in the sound contributed by the opening of the constricted valve. 


rHE SECOND HEART SOUND 
‘he major variations from normal of the second heart sounds are accentua- 
tion, diminution, splitting, and increased intensity of the opening snap, or 
fourth component. 

In infants and children, because of the relative preponderance of right 
ventricular activity, the second sound over the pulmonary valve area is 
normally louder than at the aortic area. The pulmonary valve is nearer the 
chest wall and it is not until several years have elapsed that the normally 
increasing systemic pressure results in a louder aortic second sound. 
There is also an absolute decrease in intensity of the pulmonary second 
sound with age. 

The relative intensity of the aortic and pulmonary components of the 
second sound indicates the pressure in the corresponding circuit at the time 
of valve closure. This, however, is not a close correlation; indeed, McGregor 
(McGregor et al., 1956), one of my associates, has demonstrated the lack 
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of close relationship between the loudness of the second pulmonary sound 
and the pulmonary artery pressure. Also, in some cases of the tetralogy of 
Fallot, the pulmonary second sound may be increased, whereas the pulmonary 
pressure is low (Friedlich, 1955), but this intensity will be found to be due 
to the ‘purity’ of the sound which is produced by the aortic component 
alone without the normal slitting introduced by pulmonary valve closure 

The sound working rule, however, is that a loud pulmonary second sound 
is abnormal and does, in general, accompany pulmonary hypertension. The 
same is true of systemic hypertension and the aortic second sound; and a 
dilated aortic ring with increased tension on the leaflets may impart a 
‘tambour’ quality to the sound. Conditions restricting closure of the semi- 
lunar valves result in diminishing, or obliterating, the fraction of the sound 
contributed by that valve. This is particularly important in the diagnosis of 
aortic stenosis. 

Splitting of the second sound at the pulmonary area occurs normally to 
some degree and is related to the respiratory phase, being notable at the 
end of inspiration and the beginning of expiration. It is always present in 
children and young adults. ‘The first component is contributed by the aortic 
valve and the splitting with inspiration appears to be due to delay of the 
pulmonary component. Splitting is increased with delayed right ventricular 
ejection in association with pulmonary hypertension, with or without right 
bundle branch block. In fact, we have been able to record a systolic murmur 
produced by the right ventricle which persisted after the beginning of left 
ventricular diastole and closure of the aortic valve, and this has been 
observed by Leatham (1952). Splitting also occurs in left bundle branch 
block. Leatham has shown this to decrease with inspiration by delaying the 
pulmonary component and causing it to appear closer to the abnormally 
delayed aortic component 

Accentuation of the fourth component of the second sound—the opening snap 

One of the most important auscultatory signs is the accentuated opening 
sound of the mitral valve in mitral stenosis. In many cases this is mis- 
interpreted as a split second sound, but for clinical purposes its appearance 
as a short, sharp, ‘dry’ snap at the left upper or mid-pracordial area is 
evidence that the valve commissures are adherent but that the leaflets have 
mobility and move briskly towards the ventricle as the ventricle starts to 
fill. A similar snap has been described in the tricuspid area in tricuspid 


stenosis (Kossman, 1955). 


THE THIRD AND FOURTH HEART SOUNDS 
The third heart sound.—This sound is lower pitched and later in diastole 
than the opening snap, occurs during the rapid filling phase of the ventricles, 
and is heard best at the apex. It is normally apparent in children and pre- 
sumably would be audible in adults were its intensity great enough to over- 


come its attenuation by the increasing thickness of the chest wall wit! 
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normal growth. It is detected best by the open bell stethoscope and is a 
measure of ventricular expansion with adequate filling. It is therefore not 
heard in predominant mitral stenosis but is heard in mitral insufficiency. 
In constrictive pericarditis a louder sound of higher pitch is heard, presum- 
ably when the taut pericardium acts abruptly to limit ventricular dilatation 
in early to mid-diastole. 

The fourth heart sound or atrial sound.—The contractions of the atria do 
not normally produce an audible vibration distinguishable from the onset 
of the first heart sound. In cases of heart block, however, when the con- 
tractions are separated from ventricular systole, the atrial sounds can often 
be heard. With complete block the variable loudness of the first heart sound, 
as the independent atrial systoles fall in vatying relationship to the first 
sound, is a diagnostic point. In some cases of atrial flutter the atrial sounds 
are audible. 

GALLOP RHYTHMS AND ARRHYTHMIAS 

Gallop rhythm.—The occurrence of gallop rhythm is often of much greater 
significance than a murmur since it may be an index of myocardial dys- 
function. Gallop, or triple, rhythm may be systolic, proto- or meso- 
diastolic, or presystolic. Systolic gallop may be found in apparently normal 
hearts and ordinarily is not important. Gallops, in which the added sound 
occurs in diastole, derive from unusual loudness of normal heart sounds 
or their superimposition. Usually, a presystolic gallop is due to an audible 
atrial sound in the presence of partial A-V block. Gallops occurring in 
earlier diastole relate to loud third heart sounds, or, in the case of summation 
gallop, to the augmentation of the third heart sound by the atrial sound in 
partial block. Less commonly, wide splitting of first or second heart sounds 
in bundle branch block will produce a triple, or quadruple rhythm. 

Arrhythmias.—Except for its value in timing the beats, auscultation of 
arrhythmias adds little to clinical examination unless the following con- 
ditions are present: high degrees of A-V block (including complete disso- 
ciation) when atrial sounds may be heard or variations in intensity of the 
first sound; rare instances of atrial flutter with audible atrial sounds; and 
ventricular tachycardia in which, at times, there may be not only slight 
variation in rate but also in the intensity of the first heart sounds, presumably 
related to the occurrence of the independent atrial systoles. 


MURMURS 

The advent of phonocardiography, cardiac catheterization and cardiac sur- 
gery has made possible, in many instances, the confirmation or contradiction 
of clinical auscultation. The surgeon’s finger in the left atrium may discover 
a mitral regurgitant jet when no systolic murmur had been found. It has 
been noted, however, that the hemodynamic conditions present at cardiac 
surgery are very different from those in the intact heart as regards velocity 
of flow and pressure gradients across the valves. 
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APICAL MURMURS 

Because of the possibility of surgical repair of the lesion, the most important 
present-day murmur at the apex is the low-pitched late diastolic and pre- 
systolic murmur of mitral stenosis. Rumbling crescendo murmurs of this 
sort, not associated with sharp first sounds, may be heard with aortic regur- 
gitation (Austin Flint murmur), and mid-diastolic murmurs occur with 
dilatation of either right or left ventricle. The presence of such a murmur 
with atrial septal defect, excessive pulmonary blood flow, and right ventri- 
cular dilatation has often led to an incorrect diagnosis of an associated mitral 
stenosis (Lutembacher’s syndrome). Overactive hearts may have loud or 
modified first heart sounds of a crescendo type, whilst aortic diastolic 
murmurs are often heard at the apex but are decrescendo in type. 

The systolic apical murmur is one of the hardest to evaluate. If loud, and 
if it gives the impression of being close to the surface of the chest, and if 
conducted to the left lung base, it usually signifies mitral regurgitation 
This murmur is further characterized by starting early in systole and ex- 
tending through it at the same intensity or with a slight, late, crescendo 
element. Aortic stenotic murmurs may be louder at the apex than at the 
aortic area. Here the diminution of the aortic second sound is important as 
are the delayed onset and crescendo-decrescendo (‘diamond-shaped’) 
character of the murmur as contrasted with the plateau murmur of mitral 
insufficiency. The murmur of tricuspid insufficiency may be heard at the 
apex but usually louder mesially or at the left sternal border, and increased 
with deep inspiration. 

Two common normal systolic murmurs are heard at apex or mid- 
precordium. One is the cardio-respiratory murmur which varies with 
respiration. I have found it useful to have the patient breathe in and out 
deeply and slowly and if, at any part of the cycle, the murmur suddenly 
disappears for a beat or two, it is surely extra-cardiac. The other murmur 
is that of the accentuation or prolongation of the ventricular ejection vibra- 
tions produced during systole. These are mid-systolic and late systolic and 
are usually related to expansion of the great vessels beyond the basal valves 
and with increased blood flow. They are very common in children and 
loudest over the pulmonary valve area. Experience injects a word of caution: 
some of these apparently do indicate mild pulmonary stenosis. Furthermore, 
a mid-precordial, low-intensity, indefinite, systolic murmur may persist for 
years and then, within a few months or a year or two, it may show its greatest 
intensity at the aortic area with unequivocal evidence of aortic stenosis. 
This may be the course of calcific aortic stenosis of the aged. The so-called 
‘sub-aortic stenosis’ of congenital origin is almost always a misnomer. It 
has been shown that valvular stenosis is a far more common congenital 
lesion. 

MID-PRA CORDIAL AND LEFT STERNAL MURMURS 
Whilst all sorts of murmurs may be heard in these regions, those of obstruc- 
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tion or insufficiency of the semilunar valves are most common. The loud, 
rather localized, systolic murmur and thrill of ventricular septal defect is 
found at the lower mid-sternal and left sternal area. In obstructive lesions 
of the aortic or pulmonary valves, the greater intensity, at times with thrill, 
at the respective area differentiates them. A Valsalva manceuvre will more 
promptly diminish a pulmonary stenotic murmur than one of aortic stenosis. 

Pulmonary or aortic regurgitation is usually easy to hear, but soft early 
diastolic murmurs along the left sternal border must be listened for with 
the diaphragm stethoscope, in a quiet room, with the breath of both patient 
and physician held, the former at full expiration and leaning forward. 
Rarely, these murmurs are heard best when the patient is supine. Musical 
aortic diastolic murmurs with sudden onset, and often sudden diminution 
or disappearance, are apparently due to eversion of a cusp. Soft aortic 
regurgitant murmurs may occur from a dilated ring in hypertension. 
Graham Steell, or pulmonary regurgitant, murmurs are heard almost ex- 
clusively with pulmonary hypertension and a loud pulmonary second sound. 
In mitral stenosis they may persist even after an apparently satisfactory 
surgical result. I know of no entirely satisfactory method for differentiating 
slight aortic from slight pulmonary regurgitation in the presence of rheu- 
matic mitral stenosis. Following mitral valve surgery with relief of stenosis, 
a loud systolic murmur of tricuspid regurgitation may disappear, whereas a 
previously insignificant systolic murmur may increase at the aortic area 
revealing a complicating aortic stenosis made obvious by increased ven- 
tricular output. 


CONTINUOUS MURMURS 

These are almost invariably murmurs at the base of the heart. In all instances 
they should first be shown not to be venous hums referred from the supra- 
clavicular regions. The commonest is that of patent ductus arteriosus, but 
we have observed them in high ventricular septal defects, coronary arterio- 
venous aneurysms, perforation of aortic aneurysm into the pulmonary 
artery, perforation of aneurysm of a sinus of Valsalva, and referred from 
coarctation of the aorta and from arterio-venous communications in the lung, 
either spontaneous, or produced by the Blalock-Taussig operation. 


MURMURS OF CONGENITAL HEART DISEASE 

In the first few weeks or months of life, the auscultatory findings in con- 
genital heart disease are usually not diagnostic and the murmurs are systolic. 
Certain characteristics are notable in children surviving long enough to 
establish cardiovascular pressure relationships consistent with some years 
of life. 

Patent ductus arteriosus—The murmur may first be systolic; later, con- 
tinuous with greatest intensity at the time of the second sound; still later, 
systolic if pulmonary hypertension ensues and, finally, it almost disappears 
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in cases of extreme pulmonary hypertension with reversal of flow. In these 
a Graham Steell murmur may appear and an apical, right ventricular, 
Austin Flint murmur may also appear. 

Atrial septal defects produce murmurs of increased right ventricular and 
pulmonary vascular flow unless pulmonary hypertension is present, when 
its characteristic signs occur. 

Ventricular septal defect of the isolated type produces the loud Roger 
systolic murmur and thrill at the mid-sternal region. High septal defects in 
young children may be associated with confusing auscultatory signs sug- 
gestive of patent ductus. 

Tetralogy of Fallot, the commonest lesion producing cyanosis, may cause 
a loud systolic murmur over the upper area of the precordium, or almost 
none, and may be associated with a decreased, normal or increased pul- 
monary second sound. These variations are related to pressure gradients 
across the infundibulum of the right ventricle, the pulmonary valve and the 
interventricular septal defect, as well as to the viscosity of the blood. 

Ebstein’s malformation (ventricular displacement of the tricuspid. valve) 
results in a ‘diamond-shaped’ systolic murmur, and a presystolic murmur 
with atrial contraction with a late crescendo character. 

Coarctation of the aorta produces a continuous murmur in the back which 
may be heard wholly, or in part, over the upper pracordium. Associated 
bicuspid anomaly of the aortic valve may result in an associated aortic 


regurgitation related also to the hypertension. 


ONCLUSION 
The stethoscope, when expertly used, is still the most useful instrument in 
the diagnosis of abnormalities of the blood flow within the heart and great 
vessels. It often renders unnecessary the employment of more elaborate 
procedures. 
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THE MANAGEMENT AND PROGNOSIS 
OF MYOCARDIAL INFARCTION 


By AUBREY LEATHAM, M.B., M.R.C.P. 


Physician, St. George’s Hospital 


MyocarbiL infarction should be regarded as a medical emergency requir- 
ing treatment as carefully planned beforehand as it would be for diabetic 
coma or barbiturate poisoning. Pain and shock, heart failure and arrhythmia, 


all require urgent treatment. 


rHE RELIEF OF PAIN 
The pain is not influenced by trinitrin and this drug will do harm if it 
causes widespread vasodilatation and a fall in blood pressure. For severe 
pain there is no substitute for morphine, or one of its derivatives, and in 
urgent cases this may be given slowly by the intravenous route, diluted to 
2 ml. or more, and in doses not exceeding 15 mg. (} grain). ‘The dose may 
have to be repeated to a maximum of 60 mg. (1 grain) spread over four 
hours. Pethidine, 100 mg. intramuscularly, is preferred by some because it 
does not cause vomiting. A mild state of shock resembling a vaso-vagal 
attack may appear at an early stage and be corrected by lying down. 


rHE TREATMENT OF SHOCK 

The presence of severe shock, usually occurring a few hours or even one 
to two days later, carries a bad prognosis and its mortality has been esti- 
mated at 70 per cent. (Selzer, 1952) to 80 per cent. (Mintz and Katz, 1947). 
Its course is best followed by observing the low blood pressure, although 
it must be remembered that in a previously hypertensive patient a normal 
reading may be equally significant. The shock arises from the low cardiac 
output from the damaged left ventricle, the constriction of peripheral blood 
vessels being an attempt to reserve the reduced circulation for the coronary 
arteries and other vital centres. Unlike some other forms of shock there 
may be a raised jugular venous pressure and pulmonary venous congestion. 
Venous transfusion will increase the overloading of the heart and may make 
the situation worse. Arterial transfusion has been tried without great success. 

The best treatment is the use of drugs which will increase the peripheral 
arterial constriction, and noradrenaline is the most effective (Shirley Smith 
and Guz, 1953; Sampson and Zipser, 1954). Unfortunately, this drug is 
rapidly destroyed and has to be given by continuous intravenous infusion. 
Four millilitres (4 mg.) of the proprietary preparation, ‘levophed’, are 
added to a transfusion bottle containing 1000 ml. of 5 per cent. dextrose 
(sodium ions should be avoided because of possible heart failure) giving a 
concentration of 4 micrograms per ml. The solution should be run in at 
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rates varying from 4 to 20 micrograms (1 to 5 ml.) per minute, depending 
upon the blood pressure. Simple percutaneous transfusion through a needle 
into a vein is better than cutting down and tying in a cannula, which results 
in such a high concentration in the vein that local necrosis may result 
(Humphreys et al., 1955). Variation of the dose required is considerable 
and in insensitive cases the concentration of the drug should be increased, 
rather than use large quantities of diluting fluid. Arrangements must be 
made for the drip to be continued, perhaps for days, as premature cessation 
may result in a fall in blood pressure and death 

A more practical, but less effective, method of treatment is the intra- 
muscular injection of 15 to 35 mg. of a longer acting vasoconstrictor such 
as mephentermine (‘wyamine’) or methylamphetamine hydrochloride 
(‘methedrine’). In bad cases it is best to give an initial dose of 15 mg. by 
slow intravenous injection, repeating this if there is no rise in blood pressure, 
and followed by an intramuscular dose, depending upon the previous 
response, given every one to two hours. On no account should adrenaline 
be used, owing to its tendency to cause ventricular fibrillation. ‘The shocked 
patient has had a large cardiac infarct and will require anticoagulant treat- 
ment preferably started at once with an injection of 15,000 units of heparin 
intravenously. If oxygen is available it may be of advantage to the shocked 
patient and is conveniently given with a small transparent plastic face tent: 
it sometimes reduces the severity of the pain also 

Simpler measures for the shocked patient include the recumbent position 
and the avoidance of heat and vasodilating substances such as alcohol which 
might relax the lifesaving peripheral vasoconstriction. In the absence of 
pain and restlessness opiates should be withheld as they tend to depress 


pulmonary and tissue respiration and intensify the anoxia already present. 


HOME OR HOSPITAL TREATMENT? 
At an early stage the physician will have to decide whether the patient is 
to be transferred to hospital. ‘The easier treatment of complications and use 
of anticoagulants in hospital must be weighed against the benefits of the 
peace and quiet of home. A ‘bad risk’ or complicated case will have to be 
sent to hospital after the initial treatment just outlined. A minor attack with 
pain or perhaps a slight fall in blood pressure as the only physical sign may 
be best treated at home. The prognosis at this early stage is extremely 
difficult to assess, varying from very grave in the badly shocked patient to 


very good in some of the less severe cases, many of whom will live a normal 


span of life without symptoms. The figures for the mortality of the acute 
attack vary from about 30 per cent. (Parkinson and Bedford, 1928) to 40 per 
cent. (Gilchrist, 1952; Pearson, 1953). These estimates are for cases ad- 
mitted to hospital and are likely to be weighted by the tendency to admit 
only the more severe ones. To some extent this is offset by the omission 
of those who die at the onset of the attack and never reach hospital. Thus, 
the over-all mortality cannot be accurately estimated and the obvious 








252 THE PRACTITIONER 


solution to this problem lies in a survey by a group of general practitioners. 
It may be found not greatly to exceed 10 per cent. (Friedberg, 1949). 


rHE USE OF ANTICOAGULANTS 

In recent years, anticoagulants have helped to reduce the mortality and 
morbidity of the acute attack by preventing thrombo-embolic complica- 
tions. The reduction in mortality was from about 40 per cent. to 20 per 
cent. in one controlled series (Gilchrist, 1952) and from 23 per cent. (ex- 
cluding cases dying in the first twenty-four hours) to 16 per cent. in a 
recent series of 1000 cases studied by the American Heart Association 
(Wright et al., 1954). In the latter survey the incidence of thrombo-embolic 
complications was reduced from 42 per cent. to 13 per cent. 

Heparin must be used to achieve a rapid anticoagulant effect, and must 
be given frequently and by injection: 10,000 units may be given intra- 
venously at six-hourly intervals. After the first intravenous injection, a more 
even rate of absorption is obtained by giving 12,500 units of a concentrated 
preparation intramuscularly twice a day. ‘To avoid pain and haematoma 
formation, 0.5 ml. of procaine is mixed with the intramuscular solution 
which should be given as deeply as possible through a very fine needle. 
Pressure following the injection, and previous infiltration through the same 
needle of 5 ml. of hyaluronidase solution, are said to decrease the chance 
of hematoma formation. The antidote for heparin is protamine sulphate 
(1 ml. for 10,000 units of heparin), but haemorrhage from heparin is very 
rare. Nevertheless, it has obvious disadvantages from its parenteral route 
of administration and is expensive. 

For maintenance of anticoagulant effect therefore, one of the oral anti- 
coagulants, such as phenindione (‘dindevan’), is given from the beginning 
(when heparin is started): 100 mg. twice on the first day, and 50 mg. twice 
on the second day. After the second day, the oral drug should be exerting 
sufficient effect to-maintain the anticoagulant action initiated by the heparin, 
which is now discontinued, but to ensure this, a prothrombin test is carried 
out on the third day (more than twelve hours after the last dose of heparin) 
and the oral drug continued, according to the result of the test, in a dosage 
of 25 to 150 mg. (or more) daily. The therapeutic maintenance level to be 
attained is a prothrombin ratio of 2 to 2.5 (i.e. the patient’s prothrombin 
time is 2 to 2.5 times a normal prothrombin time). It is generally considered 
that the prothrombin ratio should not exceed 3, though during prolonged 
therapy it will occasionally happen that this ratio is exceeded for short 
periods; provided dosage is reduced at once, no harm will result usually. 
The frequency of further prothrombin tests should be judged by the 
response to therapy. The average case can be well controlled by tests on 
the fifth and seventh days, and thereafter once or twice weekly. 

Bleeding occurred in 13 per cent. of Wright’s cases, but was never fatal. 
The renal tract seems the most sensitive and the urine should be watched 
for hematuria. Unfortunately, phenindione breakdown products may pro- 
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duce a pink discoloration of the urine but this is rare and the manufacturers 
state that it disappears with acidification of the urine. Occasionally there 
is a mild hematuria, but this can be safely disregarded provided that the 
prothrombin ratio does not exceed 2.5. Should the prothrombin ratio rise 
well above 3, with or without hematuria, control can be regained by 
stopping the drug and giving 10 to 100 mg., intravenously or orally, of 
vitamin K, (not K, which is ineffective). 

In a recent case, the ratio rose to over 13 without hematuria; the drug was dis- 
continued at once, and 50 mg. of water-soluble K, given orally. ‘The prothrombin 
time was restored to therapeutic levels in about eighteen hours. The extreme sensi- 
tivity of this patient was due to a damaged liver from congestive failure. 

Whenever possible it is wise to estimate the prothrombin time before 
starting therapy, remembering that heparin, too, prolongs the prothrombin 
time. The oral drugs should not be given, or should be given with great 
caution, if the prothrombin time is prolonged before therapy, as it may be 
from liver disease (including the heart-failure liver), or if there is a possible 
source of bleeding (e.g. peptic ulcer, dissecting aneurysm). Patients who 
customarily take large quantities of alcohol or little food, or are being 
treated with gut-sterilizing antibiotics such as chlortetracycline, may be 
unduly sensitive. 

Anticoagulants should be given until the patient is walking about. Cessa- 
tion should be gradual as sudden stoppage may cause a greatly increased 
tendency to clot; they should never be used without laboratory control of 
the prothrombin time, and ordinarily this is best done in hospital. How- 
ever, many patients have now been treated at home in the bigger centres 
of population, and even in more remote villages (Craig, 1955), and a word 
about collecting the specimen of intravenous blood for the prothombin test 
may not be out of place. 

The whole technique of the prothrombin test is based upon strictly regulated 
conditions, and these include a properly collected sample of blood, taken without 
hemolysis and, in most cases, mixed at once with 3.8 per cent. sodium citrate in 
the proportion of nine parts of blood to one part of citrate. These proportions 
must be strictly observed, since any departure may cause serious error in the esti- 
mation. For the most accurate result the specimen should be submitted for testing 
as soon as possible. In any case, the instructions on the collection and submission 
of blood samples issued by the laboratory undertaking the test should be accurately 
followed. 

Most physicians are using anticoagulants when there is evidence of a 
large infarct as shown by high fever, leucocytosis, and widespread electro- 
cardiographic changes, and of circulatory disturbance as shown by shock, 
heart failure and prolonged arrhythmia, and, particularly, with thrombo- 
embolic complications. The decision whether or not to use these drugs may 
be difficult at the early stage when treatment ought to be started. Finally, 
it must be remembered that anticoagulant therapy is no guarantee against 
further infarction. Russek and Zohman (1952) divided their cases into those 
with a good risk (mortality 1 per cent.) and those with a poor risk (mor- 
tality 60 per cent.), giving anticoagulants only for the bad group. This 
would seem reasonable and most physicians in this country would not give 
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anticoagulants for the first cardiac infarction in an otherwise healthy subject 
who did not look ill, and in whom there was no evidence of shock or low 


blood pressure, heart failure, or arrhythmia. 


DIET, REST AND NURSING 
An improvement in mortality has been claimed for a low-calorie diet 
(Master et al., 1936). Most physicians recommend an ordinary light diet, 
but a reducing diet is necessary if the patient is overweight. The bowels 
are likely to be constipated and no attempt should be made to obtain a 
motion with purgatives or even with an enema. The best plan is to give 
liquid paraffin, } fluid ounce (15 ml.) twice daily from the start and this 
usually results in natural motions about the fifth to eighth day. Patients 
who dislike the bedpan, and are not too heavy, may be helped on to a com- 
mode by the side of the bed, as it has been shown that cardiac work is not 
necessarily any greater. Whilst the patient should be at rest as much as 
possible, the impression must not be given that any movement will cause 
sudden death, and unless there is shock the patient should feed himself. 
He may be more comfortable in an easy chair than in bed, particularly if 
there is left ventricular failure. Tobacco should be prohibited at this stage 
as nicotine is a vasoconstrictor. Alcohol need not be forbidden except in 
quantities sufficient to produce peripheral vasodilatation. Above all, repeated 
reassurance should be given, with justification in cases without shock, since, 
as Parkinson and Bedford (1928) pointed out, a patient seen alive with 
coronary thrombosis is more likely to survive than to succumb to the 
attack. 

Following myocardial infarction, the development of an anastomotic 
circulation and the formation of a groundwork of fibrous repair tissue take 
about three weeks. ‘The patient should have one month’s complete rest in 
bed, one month’s convalescence with gradually increasing activity, and, 
ideally, one month’s holiday. These times may be modified by special cir- 
cumstances, and when the infarct is small two or three weeks’ rest and one 
week’s convalescence may be sufficient. Whilst most patients can expect to 
return to their previous occupation, the decision is often best made at the 
end of the three months when the presence of symptoms in relation to 


ordinary life can be assessed. 


MANAGEMENT OF COMPLICATIONS 
Shock has already been considered since it is part of the low-output state 
following severe damage to the left ventricle. 

Heart failure not infrequently follows shock, or may appear without it 
after a large, or second, or third infarct, and it is a serious complication 
although by no means incompatible with a complete recovery. It should be 
treated with mercurial diuretics and a low-salt diet; oxygen is helpful if 
pulmonary oedema is a feature. A reduction of salt to less than 500 mg. 
daily, by means of a special diet, is required to achieve a therapeutic effect. 
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Withholding salt from cooking and from the table is inadequate. Digitalis 
may be necessary but probably increases the risk of fatal ventricular fibrilla- 
tion. It is therefore best combined with quinidine, 5 grains (0.3 g.) four 
times a day. Some physicians use quinidine in all cases to reduce the risk 
of ventricular fibrillation and particularly if there are multiple ventricular 
ectopic beats, suggesting an irritable myocardium. When there is bundle 
branch block, or atrio-ventricular block, quinidine, which is a cardiac 
depressant, should be used cautiously, or omitted. When digitalis is neces- 
sary it should be used carefully and large intravenous doses should be 
avoided, if possible, although as a desperate remedy for severe shock a 
transient improvement in myocardial function may result. 

Arrhythmia occurs in from 10 to 20 per cent. of cases. Most often it is a 
transient auricular fibrillation lasting a few hours or days and if the ventri- 
cular rate is not fast, and failure be absent, it is best left alone. Otherwise 
digitalis, with quinidine cover, must be given to slow the rate; a suitable 
dose would be digoxin, 0.5 mg. twice or three times daily for two days, 
followed by 0.25 mg. once or twice daily. At the same time the quinidine 
may be increased to cause conversion to normal rhythm. Ventricular tachy- 
cardia is treated with quinidine, up to 10 grains (0.6 g.) by mouth, two- 
hourly, for three doses. In an emergency, ‘pronestyl’, 500 to 1000 mg., may 
be given slowly by the intravenous route. Complete atrio-ventricular block, 
complicating cardiac infarction, carries a very bad prognosis. For Stokes- 
Adams attacks due to cardiac standstill, intramuscular or intracardiac 
adrenaline (10 minims [0.6 ml.]}) is necessary, with ephedrine (up to 1 grain 
[60 mg. ] thrice daily by mouth) or isoprenaline (20 to 40 mg. sublingually) 
as a preventive, but the treatment of choice is probably an external electric 
stimulator. If this instrument is available, the injection of adrenaline 
directly into the heart should be avoided because of the dangers of ventri- 
cular fibrillation and of hemopericardium. 

The chance of thrombo-embolic complications (leg vein thrombosis and 
pulmonary embolism, or intracardiac thrombosis and systemic embolism) 
should have been reduced by the use of anticoagulants. These complica- 
tions are most likely to happen in the older age-groups with large or repeated 
infarction and shock, heart failure, and arrhythmia. Unfortunately they 
occur occasionally in younger patients, even when all the evidence has 
favoured a minor infarction. If recovery is complete except for the sequel 
of the embolus, a hemiplegia for example, the physician may be driven into 
the ranks of those who treat all cases with anticoagulants. 

With the illness and immobilization, respiratory infection is common in 
the older age-groups, and may be difficult to diagnose. It should always be 
suspected if there is a deterioration in the general condition, not accom- 
panied by pain or a fall in blood pressure (Pearson, 1953), and there should 
be no hesitation in injecting penicillin in such a case even in the absence 
of fever. 

The surgical grafting of anastomotic channels is now accepted by some 
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as a practical possibility (Vineberg et al., 1955), but should not be contem- 
plated until many months after an acute infarct. In any case, recanalization 
of the thrombosed vessel usually occurs and once the patient has survived 
the acute attack he is likely to make a complete recovery and stay without 
symptoms for many years. 


PROGNOSIS 
The mortality of the acute attack has already been discussed and ranges 
possibly from 10 per cent. to 40 per cent. Whilst coronary thrombosis is 
rare in young adults, sufficient cases have now been recorded to know that 
the chance of sudden death is high and this is probably related to the rela- 
tively poor anastomotic circulation in youth. The immediate attack survived, 
however, the future outlook in this group is good. 

The prognosis is adversely affected by older age, the mortality being 
twice as high after the age of 60 years (Woods and Barnes, 1942). Other 
adverse factors are a history of diabetes mellitus, previous infarction, and 
persistence of the signs of left ventricular failure, including gallop rhythm 
and sinus tachycardia, after the first week. Death may occur at any time in 
the first three weeks, after this becoming progressively less likely, and is 
rare after eight weeks. Ventricular rupture may take place during the first 
three weeks and is more often associated with anterior infarction. Shock, 
heart failure, ventricular fibrillation and standstill, and embolism all take 
their toll. Pathologically, extension of an infarct without further thrombosis 
is not infrequent (Snow et al., 1955). The development of a ventricular 
aneurysm or the localization of the infarct to the anterior or posterior wall 
does not alter the prognosis. Absence of exact localizing signs on the electro- 
cardiogram carries a worse prognosis (Woods and Barnes, 1942), probably 
because more than one infarct is usually responsible. Not infrequently a 
history of increasing angina of effort, or of short attacks of pain at rest, 
without evidence of muscle necrosis or shock, is associated with T wave 
changes localized to the anterior chest leads of the electrocardiogram, with- 
out abnormal Q waves (Holzmann, 1955). These patients are unlikely to 
die, usually making a complete recovery, so that the exact pathology is not 
yet known. The disease is probably confined to one anterior branch of the 
left coronary artery or the main anterior descending vessel, the other vessels 
being free of narrowing. The prognosis is so good that Evans (1955) has 
suggested arterial spasm as the cause. 

Two or three months after infarction the future capacity for work and 
activity should be assessed. Significant shortness of breath is usually asso- 
ciated with a third heart sound and cardiac enlargement, and indicates 
incipient left ventricular failure, with a bad prognosis, unless there is also 
hypertension which may respond to methonium compounds. Localized 
ventricular enlargement due to aneurysm must be differentiated from this 
group. Angina pectoris indicates widespread coronary disease and a less 
satisfactory outlook, but great care must be taken to distinguish chest pain 
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which is not of cardiac origin, since cardiac neurosis is common during 
convalescence. Hypertension is another adverse factor. 

Estimations of both the immediate and the long-term prognosis con- 
tinually improve as bigger series of cases are studied and with the inclusion 
of lesser attacks not previously recognized. Of patients surviving the acute 
attack, half will live more than five years, and over a quarter more than ten 
years (Master and Jaffe, 1951; Cole et al., 1954). In one group of 100 cases, 
16 were alive after twenty years (Smith, 1953). On these grounds, most 
patients who have recovered from an attack of cardiac infarction, and are 
free of symptoms, are able, and should be encouraged, to return to the 
normal life for their age. 


SUMMARY 
Severe shock is a serious complication of a large cardiac infarct carrying a 
mortality of from 70 to 80 per cent. The constriction of peripheral blood 
vessels is beneficial and should be increased by the use of noradrenaline or 
similar vasoconstricting drugs. 

Thrombo-embolic complications can be reduced by anticoagulants, and 
treatment with heparin and phenindione is safe when controlled by serial 
estimations of the prothrombin time. 

Estimations of the over-all mortality of the acute attack vary from 10 to 
40 per cent. Half of those who recover may expect to live at least five years 
and over a quarter more than ten years. 


I am grateful to Dr. Reginald Hudson for help with the control of anticoagulant 
therapy, and to Dr. Alastair Hunter and Dr. B. Murphy for advice. 
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THE TREATMENT OF CONGESTIVE 
HEART FAILURE 


By PATRICK MOUNSEY, M.D., M.R.C.P. 
Sherbrook Research Fellow, Cardiac Department, The London Hospital 


THE treatment of congestive heart failure is straightforward in the uncom- 
plicated patient and its main principles have changed little over the past 
few years, but where the cause of heart failure is in doubt, or failure is at 
first refractory to treatment, all the diagnostic and therapeutic skill of the 
physician may be needed in the successful management of the patient. 

It is axiomatic in medicine that diagnosis should precede treatment and 
hence the first consideration when treating a patient with heart failure, 
should be to decide whether heart failure is indeed present. A local cause 
for cedema of the ankles should be excluded, especially in the elderly and 
in patients in whom other features of congestive failure, such as dyspnea 
or a raised jugular venous pressure, are inconspicuous or lacking. Hepatic 
or renal causes of edema must also be considered. Pulmonary disease, 
especially emphysema, and obesity should always be borne in mind as 
common causes of breathlessness, nor should the slight breathlessness 
normally associated with ageing be forgotten. 

The general treatment of congestive failure may be considered under 
three headings: (1) rest, (2) digitalis, (3) removal of edema fluid. 


REST 

Shakespeare called sleep ‘Nature’s soft nurse’, and rest may well be termed 
Nature’s best physician. The importance in heart failure of rest, which 
diminishes the load on the circulation, needs no emphasis: indeed, often 
one of the main reasons for admitting a patient to hospital is to facilitate 
physical and mental rest which cannot be obtained at home. At least three 
weeks’ rest is normally required after a patient has been in congestive 
failure. It is sometimes helpful to allow periods of rest to be taken in an 
armchair after initial confinement to bed and this step often gives con- 
siderable moral encouragement to the patient. Rest, however, brings with 
it attendant dangers and should never be prolonged unnecessarily, especially 
in the elderly. ‘The danger of calf vein thrombosis and consequent pul- 
monary embolism is increased by immobilization in bed, and leg exercises 
are of great importance in preventing this complication. Hypostatic pneu- 
monia may be encouraged by too prolonged a period of rest, and frequent 
turning of the patient will help to avoid this. From the beginning of the 
illness the strictest attention should be directed to the avoidance of bed 
sores, since these are especially likely to develop in patients with chronic 
cedema, poor peripheral circulation and a low cardiac output. In mild 
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chronic failure, in which medical or surgical treatment of the underlying 
cause is impossible, much harm can be done by too strict an enforcement 
of rest. Restriction of the patient’s normal activity within the bounds of 
his physical limitations is the goal to be sought, and such patients often 
need active encouragement to live as full a life as their disability will allow. 


DIGITALIZATION 

Digitalis may be said to be indicated in congestive heart failure due to 
whatever cause, although it is not equally effective in all. Whereas it ts 
probably most effective in the treatment of heart failure with uncontrolled 
auricular fibrillation, its use is equally important in congestive failure with 
sinus rhythm, as in hypertensive heart failure. Where there is a mechanical 
defect hindering the heart’s action, as in tight mitral stenosis with right 
ventricular failure, digitalis will help to overcome a temporary period of 
failure, but surgical relief of the obstruction alone can improve the heart's 
performance. Where the myocardium is toxic, as in myocarditis, digitalis 
cannot exert its full stimulant effect on the heart muscle. In the treatment 
of episodic heart failure in chronic bronchitis and emphysema, it appears 
to be of limited value, but is worthy of trial. 

Most patients tolerate well the powdered leaf preparation, which 1s 
effective and relatively cheap. Only occasionally, when rapid digitalization 
in acute failure is needed, are digoxin preparations of special value. Digitalis 
toxicity seldom causes troublesome complications although, if digitalization 
is pushed to the point of producing prolonged vomiting, this complication 
may be dangerous, since the act of vomiting increases the load on the circu- 
lation and, in addition, serious electrolyte loss may occur with resultant 
alkalosis. 

rHE REMOVAL OF G@DEMA FLUID 

Sodium restriction.—Sodium retention is an important factor in the forma- 
tion of ceedema in congestive failure and dietary sodium restriction has been 
found a most useful adjunct to the treatment of failure. Many patients 
appear to benefit from a modified regime of salt restriction, that is, no 
added salt to the plate and avoidance of salted foods (2 to 4 g. of sodium 
daily), but in those who fail to respond, a more rigid regime may be neces- 
sary, with a total daily intake restricted to 0.5 g. of sodium. This regime 
is unpleasant in that saltless food is tasteless and monotonous and hence 
should not be prescribed unless the need is imperative. It is important to 
remember that many commonly used medicinal mixtures contain large 
amounts of sodium and the futility of subjecting the patient to a relatively 
unpalatable, strict low-sodium diet, while at the same time inadvertently 
administering large quantities of sodium in a placebo, is obvious. 

Water restriction in addition to rigid salt restriction is seldom needed, and 
indeed may be dangerous, since a certain minimum quantity of water, 
probably about two litres a day, is required to encourage diuresis. If 
salt is restricted in the diet the patient is rarely tempted to drink excessive 
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quantities. It is also important to ensure an adequate vitamin intake. 

The introduction of cation exchange resins has atforded an ancillary 
method of reducing sodium intake in heart failure and when these are given 
more sodium may be allowed in the diet. Unfortunately the resins themselves 
are unpalatable and liable to cause gastro-intestinal disturbances; in addi- 
tion, even the newer ammonium and potassium cycle resins, if given over 
a prolonged period, are liable to cause serious electrolyte disturbances. 
The serum potassium and calcium may fall and the chloride rise, while, 
rarely, a low-sodium uremic state may develop. 

Diuretics.—The mercurial diuretics remain by far the most efficient and 
the safest diuretics in heart failure, although the recently introduced non- 
mercurial diuretics derived from uracil and pyrimidine are proving useful 
Mercurial diuretics probably act upon the proximal tubule by inhibiting 
the renal tubular reabsorption of sodium. Ammonium chloride given in 
conjunction with mercurial diuretics potentiates this effect. Mercurial 
diuretics are best given by the intramuscular route, oral preparations being 
less effective and the intravenous route less safe. ‘The contraindications to 
their use are few but include acute renal insufficiency, severe renal disease 
and toxic reactions to mercury. In addition, if a patient, who has shown a 
good response initially, later ceases to respond, further treatment with 
mercurial diuretics should be withheld until the serum electrolytes have 
been re-examined and the nature of the refractory state determined. 

Two general patterns of electrolyte disturbance may result from prolonged 
treatment with mercurial diuretics, especially when associated with dietary 
salt restriction. The first is a sodium-depletion syndrome, when sodium 
and chloride are excreted in proportionately greater amounts than water. 
It is characterized by anorexia, vomiting, lethargy, mental confusion and a 
tendency to hypotension, with low serum sodium and chloride and uremia 
In the presence of the sodium-depletion syndrome further mercurial 
diuretics should be withheld and intravenous hypertonic saline solution 
given, which may produce marked clinical improvement. The second com- 
plication is the syndrome of low-chloride alkalosis. As a result of frequent 
treatment with mercurial diuretics, chloride may be excreted in greater 
amounts than sodium, while the plasma bicarbonate rises and the potassium 
falls. This syndrome is associated with lack of response to mercurial 
diuretics and may best be corrected by giving ammonium chloride com- 
bined, when indicated, with potassium by mouth. After restoration of the 
blood chemistry to normal, the patient will usually again become responsive 
to mercurial diuretics. 

Acetazolamide, which is an inhibitor of the enzyme, carbonic anhydrase, 
and promotes increased urinary excretion of sodium, has been found to be 
only a moderately effective diuretic, although it may be useful when used 
in combination with mercurial diuretics. The main complication of aceta- 
zolamide therapy is the development of a high serum chloride with acidosis 
and in some patients a low serum potassium 
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Dependent drainage.—Dependent drainage of edema fluid through the 
legs has been less used since the introduction of dietary and diuretic treat- 
ment, but is still a useful form of treatment when the amount of edema is 
large. ‘The patient is nursed ir a cardiac bed, with the end lowered, thus 
allowing cedema fluid to gravitate to the feet and calves. Drainage is per- 
formed either by the insertion of Southey’s tubes or by making an incision in 
the dorsum of the foot with a scalpel. Considerable quantities of edema 
fluid may be drained by this method which, combined with rest, digitaliza- 
tion, salt restriction and diuretics, may help to accelerate recovery. 


UNDERLYING FACTORS RESPONSIBLE FOR FAILURI 

After establishing the diagnosis of heart failure and treating the symptoms, 
the cause may still be in doubt, and certain important latent causes of heart 
failure should be reviewed. Unexplained heart failure with auricular 
fibrillation suggests the possibility of thyrotoxicosis, especially in those 
past middle age, in whom the other signs of thyrotoxicosis may be slight 
and cardiac symptoms dominant. The diagnosis should be confirmed by 
radioactive iodine uptake tests, and medical or surgical treatment of thyro- 
toxicosis will relieve the heart failure. 

Bacterial endocarditis is another latent cause of heart failure, a diagnosis 
which may be missed in the early stages of the disease, when general 
malaise, anzemia, loss of weight and a soft apical systolic murmur may be 
the only symptoms. This diagnosis should also be borne in mind in the 
presence of unexplained heart failure in the middle-aged or elderly, since 
its incidence is not confined to the younger age-groups. It is usually possible 
to grow the organism after repeated blood cultures but, if the clinical diag- 
nosis seems certain, treatment should be begun as soon as blood cultures 
have been taken, without waiting for this result, since serious embolic com- 
plications or valvular damage may occur, if treatment is too long delayed 

Shower emboli in the pulmonary arteries may cause pulmonary hyper 
tension and intractable right heart failure and this diagnosis should be con 
sidered even when pain in the chest and hemoptysis are absent. Sometimes 
the emboli arise from thrombi in varicose veins, and ligation of the leg 
veins or even of the inferior vena cava can help to halt the process. In other 
patients, however, it is possible that thrombosis is self-propagating in the 
pulmonary arteries and anticoagulant treatment should be considered. 

Heart failure may sometimes be due to painless cardiac infarction, the 
diagnosis being made only from the electrocardiogram. Routine treatment 
for cardiac infarction should be given, in which rest remains the most 
important therapy. 

The diagnosis of collagen diseases causing heart failure may be difficult 
and of these, rheumatic fever is the most important. Sometimes the fleeting 
appearance of erythema marginatum, lasting perhaps only a few hours, may 


give the clue to the diagnosis of rheumatic fever, in patients whose joints 
are not involved. Salicylates are probably preferable to cortisone in the 
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treatment of rheumatic fever with heart failure, owing to the danger of 
increasing fluid retention with cortisone. Rarer collagen diseases, such as 
disseminated lupus erythematosus and polyarteritis nodosa, may cause heart 
failure, and in these cortisone may produce at least temporary relief. 

In pulmonary heart disease due to bronchitis and emphysema the history 
may at first be misleading. ‘The patient sometimes denies a chronic cough, 
dismissing such symptoms as due to smoking, but the dusky cyanosis, chest 
build and laboured breathing usually reveal the diagnosis. In the presence 
of congestive failure in these patients a suitable course of an antibiotic, 
selected according to the predominant organism in the sputum, should be 
given together with bronchodilators and oxygen, in addition to routine 
treatment for congestive failure. Antibiotic therapy may be a valuable 
ancillary treatment in the management of heart failure in general, when 
intercurrent bronchitis precipitates failure in a patient with heart disease 
or when pulmonary infection complicates pulmonary oedema. 

The recent onset of an arrhythmia may be the cause of congestive failure 
and the correction of this, when it is the primary condition, will alleviate 
the heart failure. Intravenous digoxin may be required for swift control of 
a rapid ventricular rate in auricular fibrillation. In supraventricular tachy- 
cardia, after trial of mechanical methods of treatment including carotid 
sinus and orbital pressure, the choice of drugs lies between quinidine, 
procaine amide, digitalis including lanatoside C, and the cholinergic drugs, 
and it may be necessary to try more than one course of different drugs. 

Beriberi is not a common cause of heart failure in this country, but care 
should be taken to exclude this deficiency disease. Anemia may complicate 
heart failure although it is rarely the cause of it. If transfusion is decided 
upon in a patient with severe anemia, this should be given cautiously for 
fear of overloading the circulation already embarrassed by a high cardiac 
output. 

SURGICAL TREATMENT 
As a result of the rapid advances in cardiac surgery, an increasing number 
of cardiac lesions causing heart failure may now be treated by surgical 
correction of the pathological lesion. The advent of mitral valvotomy has 
brought relief to many patients with mitral stenosis, who would otherwise 
be confined to bed with heart failure. Not every patient with heart failure 
due to mitral stenosis can be benefited by mitral valvotomy, but surgical 
treatment should be considered in every patient, if only to be dismissed. 

The results of cardiac decompression in constrictive pericarditis are in 
general extremely good, especially when treated early and before the visceral 
pericardium is greatly thickened. Finally, an unsuspected arterio-venous 
fistula and, in the presence of heart failure due to hypertension even when 
this is sustained and not episodic, the possibility of a pheochromocytoma 
should be remembered. Good results may be obtained by successful closure 
of the fistula in the first, and in the second by removal of the tumour. 
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Physician and Physician-in-Charge, Cardiographic Department, 
Westminster Hospital 


It is unfortunate that ageing implies increased vulnerability to disease, a 
cloud that often obscures the sunshine of later life. Ageing alone should 
conjure up no fear or frustration and the last decades should be as enjoyable 
as the earlier, but disease has hidden this truth and too often has blotted 
out hope for those who, though ageing, are still healthy. There remains 
much unwarranted suspicion that the heart must necessarily weaken with 
age—a thought that wrongly injures the psyche and damps the ardour of 
life. The study of the heart in old age provides much reassurance, so much 
so that it must be a relief to reach the age of 70 unscathed. It is now to 
the earlier decades that we need once more to direct our researches for it 
is then that the cardiovascular diseases take their more murderous toll. 


rHE AGEING PROCESS 

Ageing is an involutionary process characterized by atrophy of tissues. 
There is less active replacement of vital elements and their place is taken 
by undifterentiated matrix. But this process is exceedingly slow and com- 
patible, it would seem, with a life-span of some one hundred years ending 
in a biological death when the individual’s quota of life energy is spent. 
Regrettably, in the majority involutionary atrophy is complicated by de- 
generations which are commonly seen early in the cardiovascular system. 
Indeed so often does such degeneration occur that it has confused our 
studies until recent years. Various tissues atrophy at varying rates. Heredity 
plays an important part in this, as exemplified in uni-ovular twins who tend 
to die at the same age. 

The heart is physiologically the last organ to atrophy, presumably because 
of its peculiar function, but according to Shock (1955) the cardiac output 
does show a decrement of from 35 to 40 per cent. between the ages of 20 
and go. Some centenarian hearts have been reported as showing no atrophy 
and no disease, though their vessels usually showed advanced degenerative 
changes. Howell and Piggott (1950) found normal heart muscle in no less 
than 50 per cent. of 164 subjects aged 80 to go. A general fibrosis was 
present in 16 per cent. and brown atrophy in 12 per cent. Among 81 cases 
in the same series specially studied from the point of view of the coronary 
arteries, one showed no atheroma but 61 per cent. showed marked atheroma 
and calcification. It is not stated, however, what the degree of patency of 
these arteries was, yet this is a factor of the utmost importance as pointed 
out by Duguid and Robertson (1955). Such degenerative changes, provided 
they do not narrow the vessels, are compatible with good function and when 
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the individual has reached a great age one is tempted to call the situation 
normal, as is so commonly done, but if that is allowed then the old hearts 
with their coronary arteries which show no such changes should be called 
super-normal. That attitude removes the stigma of disease from many old 
people who have knotted but fully patent arteries. Although this attitude is 
commendable in practice, allowing more vigorous living, scientific diffi- 
culties arise as we shall see later. 

It used to be thought that the old heart could not develop a collateral 
circulation. Blumgart et al. (1940) disproved this conclusively in hearts that 
had suffered infarction but the development of anastomoses was not a 
feature of normal ageing hearts. More recent injection studies (Snow et al., 
1955) have shown that actual occlusion and not simply narrowing of a 
vessel is necessary to induce anastomoses. 


ARTERIOSCLEROSIS 
Allbutt (1915) pointed out that if there was no clinical evidence of de- 
crescent arteriosclerosis before the age of 55 it was not likely to come to 
much later. His term decrescent was perhaps unfortunate in the long run 
but it did serve a useful purpose in differentiating it from arteriosclerosis 
secondary to hypertension and nephritis. Clearly, Allbutt had in mind that 
primary arteriosclerosis was not necessarily part of the ageing process and 
in these days after much study of the old we are forced to dissociate ageing 
from arteriosclerosis as the first step towards finding its true etiology. The 
patchy distribution of arteriosclerosis continues to be a constant source of 
difficulty in this study. A tiny patch of arteriosclerosis may have far- 
reaching effects if it disturbs the bundle of His, whereas a larger area of 
ischemic fibrosis may leave the heart functionally perfect..In a wider field, 
contrast the twinge from arteriosclerotic ischemia in a gluteal muscle with 
the gross disturbance of vision from a similar process in the eye. Paul 
White (1955) found by observation of thousands of patients over many 
years that, by and large, persons with sclerosed peripheral arteries, particu- 
larly the radials, had not much clinical evidence of coronary atherosclerosis 
in their early lives, whilst the great majority of his young and middle-aged 
victims of coronary heart disease had soft radials; there thus seemed 
actually to be a reversed ratio. Since coronary disease is foremost in the 
minds of doctors and laymen alike, let us examine further this site of 
arteriosclerosis. Duguid and Robertson remarked that the greatest narrow- 
ing is not necessarily found in the most advanced lesions. The longer a 
patient lives the more likely is he to show in old age fibrous thickenings in 
the coronary artery walls, the result of recurrent small intimal thromboses, 
but narrowing need not be present. In fact atherosclerosis may lead to dila- 
tation of arteries and the results from thromboses in the early stages tend 
to be cancelled out. The majority of arterial thrombi are too small to inter- 
fere with the blood flow but it is when large thrombi form in close succession 
that there is danger. In these events we have a new etiology for arterio- 
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sclerosis at this site, though it does not account for arteriosclerosis in 
general, 

Gertler and White (1954) published a book dealing with coronary disease 
in normotensive young adults under 40. Their findings in regard to etiology 
were largely negative but the foundations for that important kind of study 
have been truly laid. They found a substantial hereditary influence and 
noted that the mesomorph type is more prone than the ectomorph. The 
mesomorph shows a decrease in the vertical measurements and an increase 
in the horizontal measurements. This may be a criterion of some value if 
taken along with others. Biochemical data did not point conclusively to any 
direct etiological factor. 

Hypertension.—The blood pressure has been said to rise as age advances. 
Here again there has been confusion similar to that in arteriosclerosis. Cer- 
tainly a raised blood pressure is common in both middle and old age-groups 
but it is pathological. Under the age of 50 it is likely to be due to essential 
hypertension or nephritis and over 70 it is probably secondary to arterio- 
sclerosis, the former tending to be vicious with hereditary predisposition, 
the latter benign and bound little if at all by heredity. Between those ages 
it is often difficult to decide which process is at work but enlargement of 
the heart strongly favours essential hypertension. A large pulse pressure, 
e.g. 200/80 mm. Hg, favours arteriosclerotic hypertension which arises in 


compensation for loss of elasticity of the great vessels. 


CLINICAL ASPECTS 

The pulse rate does not alter appreciably until extreme old age when an 
average rate of 80 obtains. Extrasystoles increase in incidence with age. If 
they are of recent onset they may very rarely be an expression of an irritable 
myocardium in a recent ischemic area, but the usual extrasystoles are of 
no serious significance. ‘They may be produced by fatigue or toxemia from 
over-smoking or alcohol. Just as often no cause can be found and only 
rarely need they be treated with quinidine. In old people over 70 gallop 
rhythm and pulsus alternans, pathological though they are, do not carry 
the grave significance attached to them in younger hypertensive patients 
(but cardiac asthma loses none of its terror for the old). The heart size does 
not increase with age but if the apex beat is palpable, it may be found dis- 
placed to the left by scoliosis from degenerated intervertebral discs, a high 
diaphragm from obesity or disuse, or by tilting upwards by a relatively 
fixed unfolded aorta. The heart sounds should remain clear but systolic 
murmurs need have little significance. Such murmurs are often exocardiac, 
late in systole, and when heard at the base originate commonly in the great 
vessels which are displaced by an unfolded aorta. Atheroma of the aortic 
valve produces the characteristic murmurs. Rarely, atheroma of the mitral 
valve gives rise to a systolic murmur. A curious, very high-pitched, apical 
murmur heard in old people has no practical significance 

The electrocardiogram in the aged should be read by standards applicable 
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to the young but, over 70, minor changes can often be disregarded (fig. 1). 
Even a bundle branch block can be tolerated for many years, the left variety 
usually better than the right. 

Radiology of the heart.—From the age of 30 the aorta tends gradually to 
lose its elasticity. It then un- 
folds and may dilate symmet- 
rically, even in the absence of 
hypertension which of course 
favours it. One can have a 
good idea of the patient’s age 
by looking at the aorta on the 





skiagram but there are many 
discrepancies. The aorta may 
in fact describe an almost 
truly circular curve within the 
thorax (Heim de Balsac, 1937); 
on the other hand, there may F''- |. 











—A near-normal electrocardiogram from 
: ‘ a woman aged 98. Left axis deviation. Tr 
be no unfolding in advanced and T V7 slightly diphasic and R V4 tall, 


suggesting early left ventricular hypertrophy 
: but the left ventricle was not enlarged radio- 
seen in the aorta whether un- graphically. 


folded or not. For the reasons 

already stated the heart tends to take up a more horizontal position in 
middle age. Fatty deposits about the heart may be hinted at by a trans- 
lucent triangular area at the cardiac apex. Figure 2 illustrates a ‘normal’ 
heart at 80. 

Heart failure—An aged pathological but normal-sized heart can fail for 
reasons not at once apparent: a transient arrhythmia usually auricular 
fibrillation, a grave emotional upset, or a small cryptic myocardial infarct 
sometimes presenting with a faint. A quick recovery is the rule. When 
failure is of a more serious variety associated with enlargement of the heart, 
usually from hypertension, the old patient often needs mercurial diuretics 
as well as digitalis. Excretion of digitalis may be retarded in the old, hence 
a smaller than average maintenance dose is applicable. Even half-a-grain 
(30 mg.) of the prepared leaf daily may be sufficient. Digitalis remains 
potent whatever the age of the patient (Gavey and Parkinson, 1939). Rest 
in bed is not infrequently too protracted and, though the cardiac work is 
said to be 23 per cent. greater when the patient is in bed than when he is 
in a chair with his feet down (Levine, 1955), the clinical fact remains that 
initial complete rest in bed is best, followed, as soon as improvement is 


age. Calcification is commonly 


manifest, by sitting up. 

Auricular fibrillation.-When it is the only sign, and also when a normal- 
sized heart in failure has responded quickly to treatment, quinidine may be 
used in the attempt, usually successful, to stop it; but quinidine should not 
be pressed in the old lest heart block be facilitated. Such patients must be 
in hospital under observation with electrocardiographic control. Persistence 
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of auricular fibrillation may result in intracardiac thrombi and cardiac en- 
largement (Parkinson, 1936): hence the effort to stop it. If unsuccessful then 
digitalis should be given, even if a moderate rate suggests it is unnecessary, 
otherwise emotion and minor shocks as in traffic may set the heart racing 
and cause failure or at 
least distress 

Coronary disease._—There 
remains too much reluc- 
tance in the use of trini- 
trin for angina. Duguid and 
Robertson have pointed out 
on good histological evi- 
dence that total occlusion 
is not necessarily irrever- 
sible since a clot may partly 
separate from the arterial 
wall, allowing a channel for 
the blood to pass. Such 
separation, they say, is fav- 
oured by relaxation of the 
vessel wall and would be 
promoted by vasodilators 
There is too much fear 





; . that the blood pressure will 
Fic. 2.—Skiagram of a man aged 8o. Blood pressure 


130/80 mm. Hg. The heart is of normal size con- fall unduly if trinitrin ts 
sidering his large stature he aorta is moderately given when perchance an 
unfolded. The costal cartilages are not calcified 3 

and the diaphragm is smooth infarct has just occurred 


(Gavey, 1952) 
DRUGS 
Mention has already been made of digitalis. Aminophylline is still not used 
enough for the aged bronchitic with coronary or hypertensive heart disease. 
Given by mouth in a dose of 3 grains (0.2 g.) thrice daily, it is well tolerated 
in some nine out of ten patients. The tenth will have gastro-intestinal dis- 
turbance which may not be controlled by gastric sedatives. Strychnine has 
largely been abandoned, but it can have value in old men whose musculature 
is too weak to produce an effective cough after injury or operation. Pethi- 
dine requires care since it occasionally depresses the respiratory centre, and 
its liberation of histamine in the bronchial tree may cause bronchial spasm 
and account for the rare respiratory collapse in old people. Jodides are out 
of fashion, but since they have an affinity for fatty acids their old-time use 
in arteriosclerosis may have had some justification. This drug needs 
revaluation. 
SOME POINTS IN MANAGEMENT 
‘All the learning in the world is not judgment’.—Goethe 


Check-ups.—In this country individuals are beginning to ask themselves 
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whether on reaching the age of 50 or sooner, and despite seemingly good 
health, they should seek a medical overhaul particularly in relation to the 
heart. The jibe ‘He even goes to the doctor when he is well’ has a favourable 
modifying influence on what appears to be an idealistic precaution. Allbutt 
(1925) fancied an epidemic of fidgets from routine examination of the 
apparently healthy. Nature has given us symptoms and in their absence I do 
not favour routine ‘check-ups’ in the average individual. 

On the other hand, it is a fine thing to have the facilities for full examina- 
tion of anyone who is in genuine doubt. Yearly, thousands of men and 
women are thus saved from unwarranted invalidism by reassurance over 
minor symptoms which to laymen had an evil significance. A negative 
examination in such patients is never a waste of time; indeed, it is one of 
the most economic advances which Mackenzie initiated. One suspects, 
however, that a few individuals pick out sensations about the ‘heart area’, 
which they feel perhaps are due to flatulence but which seem to justify a 
full overhaul for the expected benefit of a completely reassuring verdict. 
This situation I believe arises reasonably after a relative has died suddenly. 

Of course, from time to time minor cardiac abnormalities are found inci- 
dentally which were symptomless or accompanied by unrelated symptoms. 
There is a danger here of producing anxiety, for one is bound, I think, to 
indicate that some abnormality, however mild and harmless, has been 
detected. In almost all, however, it is possible to convey the nature of the 
findings in such a way as to leave a healthy perspective of the situation. 
That is the art of medicine. Suppose, for instance, that a lesion of the order 
of a bundle branch block is found unexpectedly and as the sole abnormality 
in an ostensibly healthy patient, should he be told? One cannot reverse a 
discovery and I believe that, with some exceptions, he should be told lest 
failure to do so might prejudice future findings and because it is reasonable 
for him to avoid sudden exertion or strain, unnecessary anger, exposure to 
inclement weather, cold baths, large meals and the like. Moreover, the 
practitioner himself is of uncertain longevity and only the patient is constant 
unto himself. The patient should therefore carry such knowledge as has 
been discovered unless there are special reasons to the contrary. He may 
at least know that his heart has ‘aged’. Some patients will welcome a know- 
ledge of what are the odds at play. If these are unfavourable it is unwise to 
reiterate them but rather to seek justification for a reprieve. Coronary 
disease is gradually losing its gloomy portent and always it is good to 
remember, and to quote, the frequent examples of longevity after coronary 
thrombosis. Above all, before pronouncing a heart as damaged we must be 
sure of it. In this context the electrocardiogram has invalided many without 
just cause. 

All practitioners know of patients who had recently been overhauled 
cardiologically, pronounced normal, then have succumbed suddenly to 
coronary thrombosis. But such instances are rare enough not to shake our 
confidence in present methods faithfully carried out. In fact such a risk of 
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error is of the order of risk in modern travel. No guarantee is possible 
Angiography of the coronary tree in symptomless patients is in no sense 
justified, the risk being far greater than that of failure to reveal substantial 
coronary disease. 

Stress._-Intelligent individuals, reminded of the uncertainty of life by 
daily obituaries, may reason 
ably ask whether stress and 


L J strain have a bearing on the 
r IN production ot hype rtension 
b \ and coronary disease. Stress is 
' A \ popularly incriminated these 


days, but its role is far from 


clear (Gavey, 1954). Selye’s 
. work pave it a rational ey 
L planation but, having borne 


his hypothesis in mind for 

r \ some years, | do not feel that 

L _/ the clinical findings commonly 
L support it At least not oft 
enough to give it a firm plac 

7 in the prime etiology of coron 


een ary disease or hypertension 


It may be that répeate d, rapidly 








successive severe strains may 


Fic. 3. Effect of stress on a woman of 35. with initiate minor thromb SC 
essential hypertensi m. Note the rise of blood when the soil (heredity } also 
pressure at A when she recounted an unpleasant 


experience, and the fall at B after reassurance favours them lhe position 


is entirely § ditferent when 
there is established disease. Stresses and strains must then be avoided as 
often as practicable—but not till then—lest life lose its savour for too many 
and weariness become an even more prevalent symptom than it is now. 
Ageing implies diminished reserve but not perversion of function; hence 
an intelligent executive, for example, will seek to lessen his load as age 
advances but short of not having to strive. Harvey (Herringham, 1928) was 
described ironically by Lord Arundel as ‘that little perpetual motion Dr 
Harvey’, yet he lived to his eightieth year. Not until his last year or two 


did he cease to strive, declining the Presidency of the Roya! College ot 


ve it is only 


when disease is established that ceasing to strive becomes justified and even 


Physicians, and retiring to his family. Except in advanced 


then doctors and relatives should ‘live and let live’. Periodic rest can be 
overdone but it is fundamental in recuperation from stress 
Hyperpietics and victims of coronary disease should lead a life of modera- 
tion and their advisers must remember that both diseases tend to be phasic. 
['o judge when these have come is again the art of medicine. A vicious 


exacerbation may be mitigated by early recognition of it and by making 
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appropriate modification of demands on the patient’s energy. Stress may 
determine such phases particularly in the old, but an example of stress, 
short-lived though it was, is given in figure 3. This was an isolated finding 
of exceptional degree, but clearly such reactions should be avoided. 

Activity in later years may reach phenomenal proportions apparently 
without harm. Charlie Hart at 86 claimed that running took the years of! 
At that age he ran 8 miles in 102 minutes, but then he had run 750,000 
miles during his life and his speed was not great. Sir Adolphe Abrahams in 
comment said: “There might be some foundation for anxiety if the old man 
could throw some strain on the circulation. But he cannot’. A patient with 
an aortic aneurysm could climb mountains in his 7oth year 

Dietetic factors in hypertension and coronary disease are being explored 
on an intensive scale at the moment. Fat in the diet is being incriminated 
in the production or aggravation of atherosclerosis. At most a fatty diet is 
but one of the many factors underlying coronary disease and I do not see 
my way clear as yet to recommend a low-fat diet in prophylaxis for the 
healthy. I recommend sufferers to lose weight if necessary. ‘The obese 
patient with hard fat is in more danger and will benefit more from loss of 
weight than the one with soft fat. 

Fitness to fly.—Whittingham (1953) stated that cardiovascular disease is 
present in about three-quarters of those who are taken ill during flight. He 
also remarked that about 88 per cent. of passengers who have needed atten 
tion during flight have not been known invalids at the time of embarkation 
Pressurized aircraft have greatly reduced the risk to passengers with heart 
disease, but it must always be remembered that on long-distance flights 
non-pressurized aircraft might have to be used after a breakdown. If an 
ailing passenger has been declared the airline will do their utmost to safe 
guard him (Whittingham, 1956). If in doubt the disability should be 
declared. It is recommended that passengers over 65 be examined before 
taking a long flight for the first time. Bourne (1956) quoted the findings 
of the medical committee of the International Air Transport Association as 
one cardiac death per 800,000,000 miles. He also reported thirty individuals, 
all with severe organic heart disease, who had all been able to undertake 
journeys by air successfully. At 8000 ft. (2,400 metres) the arterial oxygen 
at rest is 86 per cent. If the oxygen saturation falls to 83 per cent., the 
cardiac output increases. Aircraft are pressurized to an atmosphere under 
8000 ft., but it is wise for cardiacs not to move about during flight 

Surgical risk.—We are often asked: “This patient is aged 60. Is his heart 
satisfactory despite the absence of symptoms?’ Further interrogation regard- 
ing shortness of breath, pain in the chest, palpitation and cough, may bring 
out suspicious symptoms. Full examination of the cardiovascular system, 
including the state of the vessels not forgetting the retinal, blood pressure, 
radioscopy of the heart and an electrocardiogram, may reveal normal find- 
ings. But here again we may find an unexpected bundle branch block. ‘This 
need not preclude operation that is necessary, but it is wise to postpone 
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interim operations for three months to allow possible recent myocardial 
changes to ‘heal’ and so become less irritable. It is in this irritable phase 
that anesthetic risks are greatest. Hypotensive anasthesia should be avoided 
except in extensive operations where a bloodless field is essential to success 


or in unavoidable operation in which shock is concomitant 


CONCLUSIONS 
\geing is a physiological process. It is an advantage to dissociate ageing 
from arteriosclerosis and hypertension. These last two pathological pro- 
cesses, which run singly, concurrently or with mutual dependence, are com- 
patible with excellent health in the old, but the effects on the younger groups 
are extremely variable 

Until more is known of their etiology it is practical to base management 
of patients, as regards treatment and prognosis, on certain clinical entities 
which recur with a fair uniformity. 

The etiology of essential hypertension (by which term hypertension 
secondary to arteriosclerosis is excluded) has even less to do with ageing 
than arteriosclerosis and it has not been specially considered in this article 

\ multiple etiology for arteriosclerosis is highly probable: the soil 
(heredity), endocrine (sexual) factors, biochemical factors, thromboses, and 
possibly stress. ‘The last, if it plays a part at all in etiology, does seem to 
have an aggravating influence in exceptional circumstances 
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CHRONIC COR PULMONALE 


By SAMUEL ORAM, M.D., F.R.C.P. 
Physician, King’s College Hospital 


CHRONIC cor pulmonale, or pulmonary heart disease, may be defined as 
hypertrophy and eventual failure of the right ventricle resulting from disease 
of the lungs or disorder of the pulmonary circulation. Some degree of pul- 
monary hypertension is invariably present, but it is usually less in the 
larger group of cases resulting from disease of the lungs in which hypoxia 
is of more importance. 

‘The term cor pulmonale was originally introduced by McGinn and White 
(1935) to apply to examples of acute right-sided heart failure resulting from 
pulmonary embolism, and is now used as a synonym for pulmonary heart 


disease whatever the speed of onset. 


ETIOLOGY 
In practice, many lesions of the lungs and pulmonary blood vessels can 
give rise to chronic cor pulmonale, but two main types can be distinguished. 
The first is where chronic emphysema is the important lesion; the second is 
where disease of the pulmonary artery, or its branches, leads to hypertension 
of the lesser circulation. A provisional classification is shown in table 1. 

It will be seen that by far the most important factor which gives rise to 
chronic cor pulmonale is chronic obstructive emphysema. This is true 
whether the emphysema is of the primary type associated with recurrent 
bouts of infection and bronchospasm, or whether it be of the less common 
‘compensatory’ type usually associated with extensive fibrosis of the lung 
from conditions listed in table 1. Even in the kyphoscoliotic examples of 
pulmonary heart disease it is the emphysema that really causes the right 
heart to fail: the emphysema in these cases results from the collapse and 
fibrosis which in turn are caused by the chest deformity. In some of these 
kyphoscoliotic examples it is possible that the severe chest deformity causes 
torsion of the heart, with kinking of the pulmonary artery or its main 
branches, and that this leads to obstruction to the flow of blood from the 
right ventricle. Although chronic obstructive emphysema is the most 
common cause of pulmonary heart disease, it must be admitted that there 
is a distinct lack of correlation between the apparent degree of emphysema 
and the accompanying cardiovascular changes, as was originally pointed out 
by Parkinson and Hoyle (1937) and more recently confirmed by Brooks 
(1948). 

The second, but much smaller, group of cases of chronic cor pulmonale, 
is where there is no demonstrable disease of the lung parenchyma and yet the 
pulmonary artery pressure is very high: in fact, usually higher than in those 
cases produced by emphysema. In this group the, disorder appears to affect 
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primarily the pulmonary artery or its branches. Sometimes no disease of the 
pulmonary vascular tree can be demonstrated at necropsy, and the label of 
primary pulmonary hypertension is then applied. On the other hand, the 
pulmonary arterioles may show evidence of specific diseases such as poly- 





(1) Emphysema, or pulmonary hypoxia 


y 


(i) Primary chronic emphysema with or without bronchit! 


(ii) Secondary emphysema resulting from other diseases of the lung: pneume 
coniosis (especially silicosis), bronchiectasi fibrocaseous tuberculosis 
asthma, congenital cystic lung, and severe kyphoscolio (‘failure of the 


hunch-back’) 
(2) Lesions of the pulm nary arterial tre , or pulmonar) hypertension 


(i) Primary pulmonary hypertension 


(11) Secondary pulmonary hypertension 
(a) due to diseases of the pulmonary arterioles—polyarteritis nodosa, schisto 
somiasis, amyloidosis, sarcoidosis, scleroderma, Avyerza’s disease, sypl S 
(b) due to lesions of the pulmon iry artery ineurysm of p ilmor ar’ rter 
obstruction of pulmonary artery or conus by aortic aneurysm 


(3) Following subacute pulmonary heart disease 
(i) Repeated pulmonary emboli (‘packed emboli’) or single organized massive 
pulmonary embolu 
(ii) Miliary secondary carcinomatosis of the lungs 
(a) pulmonary arteriolar embolism 
(b) pulmonary arteriolar thrombosis secondary to perivascular malignant 


lymphatic infiltration 


Table 1 Classification of causes of chronic pulmonary heart disea 


arteritis nodosa (Eskelund, 1943), or bilharzia may cause pulmonary end- 
arteritis (Bedford et al., 1946). Scleroderma, amyloid disease, sarcoidosis 
and even syphilis may lead also to obliteration of the small lung vessels. 
An unusual cause of vascular obliteration is recurrent pulmonary embolism, 
and these emboli may organize and occlude the smaller branches of the 
pulmonary artery (Castleman and Bland, 1946). More rarely a main branch 
of the pulmonary artery may be occluded in an acute episode and the clot 
subsequently organize and the artery partially recanalize with the pro- 
duction of chronic pulmonary heart disease. Even more rare than disease 
of the pulmonary arterioles are lesions of the pulmonary trunk which can 
lead to chronic cor pulmonale. Such lesions include aneurysm of the pul- 
monary artery, or obstruction of that vessel or the conus of the right ventricle 
by pressure from without of an aortic aneurysm. 

Brief mention of so-called Ayerza’s disease must be made here. It is often 
implied that it is a special syndrome resulting from disease of the pulmonary 
arterioles, usually syphilitic. Abel Ayerza of Buenos Aires, himself, did not 
claim that his single case of ‘cardiacos negros’ was syphilitic, and, in fact, 
did not describe the histology of the pulmonary vessels. He did not publish 
this case, but mentioned it in a lecture given in Buenos Aires in 1gor. It 
was one of Ayerza’s pupils, Arrillaga, who subsequently popularized the 
syndrome (1913), but Brenner (1935) analysed the published cases care- 


fully and concluded that they were nothing more than cases of chronic 
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pulmonary heart disease, and that syphilis, although occasionally responsible, 
is, in fact, very rarely so. There would thus appear to be no good reason for 


retaining the eponymous term. 
It is not only of academic importance to distinguish the two groups of 








Essential pathology 


Frequency 


Age 


sex 


Cyanosis 


Polycythemia and clubbing 
Clinical signs of right 
ventricular hypertrophy 


Pulmonary second sound 


Functional tricuspid 
incompetence 
Functional pulmonary 
incompetence 


Pulmonary infection 
Radiology 


Pressure in right ventricle and 
pulmonary artery ° 

Cardiac output 

Arterial oxygen saturation 


Oxygen therapy 
Digitalis 


Venesection 


Pulmonary Hypoxia 


Chronic obstructive 
emphysema 
Common 

Most are over 50 


Males strongly 
predominate 


Central 
Usually present 


Often completely masked 
by emphysema 
Often masked 


Very rare 

Very rare 

Common; rales and 
bronchospasm 
Emphysema invariable 


Moderately increased 


Usually high 


Progressively reduced 


Very beneficial 
Sometimes disappointing 
May be dangerous 





Table 2 


pulmonary heart disease 


Pulmonary Hypertension 





Disease of pulmonary 
arterial tree 

Rare 

All ages 
hood 


including child- 
Probably equal 


Peripheral 
Usually absent 
Usually strikingly obvious 


Split, and pulmonary 
element loud 
May be present 


May be 


present 


j 


Absent; lungs dry 


No emphysema; may be 
hilar pulsation 


Greatly increased 


Low 
Normal until 
pre-terminally 
Useless 
Beneficial 
May be 


beneficial 





Clinical types of chronic cor pulmonale 


namely, those resulting directly or indirectly 





from chronic obstructive emphysema and those resulting from disease of the 
pulmonary vessels. They have also striking clinical differences and their 
treatment is different (table 2). Wood (1950) has suggested the terms ‘anoxic 
pulmonary heart disease’ for the common emphysematous group and ‘hyper- 
tensive pulmonary heart disease’ for the smaller vascular group. 


CLINICAL PICTURI 

In the common type of pulmonary heart disease resulting from chronic 
obstructive emphysema the clinical problem is to separate three groups of 
symptoms and signs: those resulting from the emphysema, those which are 
indicative of hypertrophy of the right ventricle, and those which are a 
sequel of failure of the right side of the heart. Emphysema itself is difficult 
to diagnose in the early stages, and it notoriously masks other abnormal 
physical signs both in the lungs and in the heart. In addition, the signs 
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resulting from emphysema alone can closely mimic those of right-sided 
heart failure, and the early detection of heart failure resulting from em- 


physema may be extremely difficult (see p. 276). 


SYMPTOMS AND SIGNS OF EMPHYSEMA 

There are no specific symptoms of emphysema, and although these 
patients can be severely dyspnaric, especially if they are also obese, orthop- 
naa is uncommon. Not uncommonly they are prone to vertigo, and some- 
times have an overpowering desire to sleep, particularly in the later stages 
of the disease. ‘The severe bouts of coughing sometimes associated with 
emphysema and bronchitis may lead to temporary loss of consciousness. 
his was originally described as laryngeal vertigo by Charcot (1876). Some- 
times these cases are wrongly diagnosed as having cardiovascular disease 
because of the loss of consciousness, but Baker (1949) has shown that they 
are common in emphysema in the absence of heart disease. He suggests that 
the attacks are due to prolonged increased intrathoracic pressure against the 
closed glottis, resulting from violent coughing. This leads to diminished 
venous return to the right heart with consequent reduction in its output and 
reduction of the blood flow to the left side of the heart. The reduced stroke 
volume of the left ventricle and reduced systemic pressure impair the 
cerebral circulation, causing faintness or unconsciousness. ‘The rise in intra 
pleural pressure with coughing in emphysema aggravates this effect. 

A condition which is more common than often suspected in patients with 
emphysema is angina hypercyanotica, which may closely simulate angina 
pectoris. It can occur whether or not the emphysema is accompanied by 
heart failure. Viar and Harrison (1952) have suggested the term ‘pulmonary 
hypertensive pain’, as cyanosis is commonly absent in these patients except 
during the episodes of pain, although the pulmonary artery pressure remains 
high. 

The so-called barrel-shaped chest is often taken as an indication of em- 
physema, but it commonly occurs in the absence of that disease. Diminished 
expansion is usual in emphysema, and may be localized in unilateral fibrosis. 
Diminished tactile fremitus and a hyper-resonant percussion note with 
diminution or obliteration of the cardiac dullness result from emphysema 
On auscultation, faint breath sounds, often with prolonged expiration, por- 
tray a loss of elastic tissue. An infective element gives rise to scattered rales 
and rhonchi, which thus do not necessarily signify heart failure. Cyanosis 
is common in moderate emphysema, with or without fibrosis, but in my 
opinion, if very intense it suggests that the heart has begun to fail and may 
thus provide a useful early indication of cardiac involvement. Clubbing of 
the fingers and toes, and polycythemia, correspond roughly to the degree of 
cyanosis. Baldwin et al. (1949) claim that polycythemia associated with 
emphysema is evidence that the heart has become involved. It was absent 
in their cases of emphysema without heart failure, regardless of the severity 
of the arterial anoxia 
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Sinus rhythm is usually present in chronic cor pulmonale but in my view 
its frequency has been overemphasized, and auricular fibrillation, and 
occasionally flutter, are not at all uncommon. 


SIGNS OF RIGHT VENTRICULAR HYPERTROPHY 

The signs of an enlarged right ventricle are few and are often completely 
masked at the bedside by the accompanying emphysema in the anoxic 
group, but may be easily detected in the pulmonary hypertensive cases. ‘The 
clinical diagnosis of right ventricular hypertrophy depends upon palpation, 
and a manceuvre I have found useful is to place the middle finger of the right 
hand on the third left costal cartilage, the index finger in the second inter- 
costal space above, the ring finger in the third intercostal space, and the little 
finger in the fourth intercostal space. ‘The middle finger, which overlies the 
pulmonary valve, may then feel the closure of that valve if pulmonary 
hypertension is present and thus indirectly right ventricular hypertrophy 
may be suspected. The index finger overlying the pulmonary artery may 
appreciate pulsation of that vessel if it is distended, the ring finger may feel 
pulsation of the conus of the right ventricle, and the little finger in the fourth 
intercostal space near the sternum may appreciate the left parasternal lift 
of an hypertrophied right ventricle. In right ventricular hypertrophy the 
impulse of the apex is of a more sudden character than the heaving or 
sustained cardiac impulse of left ventricular hypertrophy. In emphysema, 
however, the cardiac impulse is commonly impalpable and in any case, as 
will be seen later, left ventricular enlargement is commonly found in these 
patients with emphysema. Percussion of the left border of the heart is even 
more unprofitable than usual in the presence of emphysema. Auscultation 
in the pulmonary hypertension group may reveal a pulmonary systolic 
murmur and a loud pulmonary second sound which is commonly split, the 
pulmonary element of the split sound being the louder, but in the em- 
physematous group all the heart sounds tend to be distant. 


SIGNS OF RIGHT VENTRICULAR FAILURI 
As already mentioned, the detection of early right ventricular failure in 
the presence of emphysema may be very difficult. In both emphysema and 
right-sided heart failure dyspnoea is present. Central cyanosis accompanies 
both and is detectable in warm situations such as the conjunctive and buccal 
mucous membrane. Cough is commonly present and hemoptysis may occur, 
with or without failure. Distension of the jugular veins is commonly seen in 
emphysema and does not necessarily signify failure of the right side of the 
heart. The exact cause of the cervical venous distension in emphysema is 
not known. Fishberg (1940) suggests that, as the venous pressure is often 
normal in emphysematous subjects with bulging and seemingly engorged 
cervical veins, the presence of these vessels may be due to thickening of the 
wall and dilatation resulting from repeated engorgement during paroxysms 
of coughing. Kountz et al. (1936) have shown that this venous distension in 
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the neck is due to the raised intrapleural pressure of emphysema: the intra- 
pleural pressure may become positive in emphysema and thus increase the 
resistance to the venous return to the heart. In both conditions the liver 
may be palpable. In emphysema this does not necessarily imply heart 
failure, because the liver may be displaced downwards by the low diaphragm 
Finally, in both emphysema and in right-sided heart failure scattered rales 
may be present throughout the lungs, in the former due to infection, and 
in the latter due to cedema. 

The earliest sign of right ventricular failure is probably a positive hepato- 
jugular reflux. To elicit this the patient is sat upright. Normally no distension 
of the cervical veins is seen, although in healthy individuals one vein, 
especially the left, is occasionally distended for no apparent reason. If the 
reflux is present pressure over the hepatic region causes distension of the 
cervical veins from below while the pressure is maintained. Commonly the 
liver is found to be tender, too, and some say that the hepatic tenderness is 
even earlier in appearance than the reflux. (Edema of the ankles in the 
absence of such other causes as varicose veins, flat feet, anaemia and so forth 
is usually considered good evidence of right ventricular failure. When it 
re:ults from the so-called ‘emphysema heart’, however, it carries a poor 
prognosis. In 17 fatal cases described by Parkinson and Clark-Kennedy 
(1926), the average duration of life from the time of onset of the edema 
was only five months. A protodiastolic triple rhythm in an adult over forty 
is good evidence of failure of the right ventricle, although the heart sounds 
are so often obscured by emphysema. When frank congestive failure sets 
in, deep cyanosis and generalized aedetma with ascites and pleural effusions 
will be evident, but, as shown by Parkinson and Hoyle (1937), death from 
congestive heart failure in emphysema is decidedly uncommon. In some 
cases, but not all, the cardiac failure is of the high output type. ‘Thus, 
although the patient’s hands are blue they are warm, and the pulse volume 
is full and of the collapsing variety, and capillary pulsation may be evident 
Papillaedema and retinal venous engorgement may also be present (Simpson, 
1948). 


The smaller group of cases of pulmonary heart disease in which the 


pulmonary arterial tree is primarily affected and emphysema absent shows 


certain differences, the main ones being that this syndrome can occur, 
although rarely, in childhood, and that the cardiac output is low with peri- 
pheral cyanosis, so that the extremities are cold. Because of the absence of 
emphysema in this group the physical signs of right ventricular hypertrophy 
are much more obvious. Both functional tricuspid and pulmonary incom- 
petence are much more common in this group. According to Wood (1950), 
the pressure in the right ventricle and pulmonary artery is usually high, the 
mean pulmonary artery pressure in his cases was 55 to 81 mm. Hg. 
RADIOLOGY 
The demonstration radiologically of even severe emphysema does not, of 
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course, imply the presence of pulmonary heart disease. Neither is radiology 
of great value in detecting early cardiac involvement. Emphysema results in 
the diaphragm being low with flattening of the curves of the cupola. Some- 
times each cupola has a scalloped appearance. On fluoroscopy the diaphrag- 
matic excursion is seen to be diminished. The rib spaces are widened, the 
ribs run more horizontally than usual and they tend to be crowded at the 
apices (‘tiling’). In the antero-posterior view the lower part of the chest wall 
is often indented laterally. The lung fields are excessively radiolucent, 
especially in their lower part, and the faint outlines of bulla may be seen. 
The translucent lung fields help to explain the heavy hilar shadows, which 
therefore do not necessarily imply early heart failure. Sometimes at fluoro- 
scopy, particularly in the pulmonary hypertensive group, hilar pulsation 
may be detected, but it is not impressive. The low diaphragm results in 
elongation and clockwise rotation of the heart around its longitudinal axis 
as looked at from below, the cardiac size being thus deceptively small——the 
so-called ‘ribbon’, or ‘strap’ heart, or ‘tropfenherz’. 

The radiological evidence of hypertrophy of the right ventricle is usually 
scanty and the ‘cceur-en-sabot’ appearance is not seen. Parkinson and Hoyle 
(1937) showed that, although when looked at in the antero-posterior view 
the heart in advanced emphysema may appear to be smaller than normal, by 
rotating the patient into the oblique positions the conus of the right ventricle 
will be found to be enlarged in 40 per cent. of cases, and of these one-half 
will also have radiological evidence of enlargement of the right ventricle. 
Later, when the inflow tract of the right ventricle hypertrophies, the right 
ventricular enlargement is best seen in the left anterior oblique position 
(Schwedel, 1948). The curve of the pulmonary artery may be a little 
prominent and is often combined with that of the conus. On rare occasions 
the pulmonary artery curve may be seen to become exaggerated very rapidly, 
almost into aneurysmal proportions (Wood, 1950). The right auricle becomes 
distended when failure supervenes, and forms a prominent convex bulge 
above the diaphragm in the antero-posterior view, and the upper medi- 
astinal shadow may then be widened owing to distension of the superior 
vena cava. Pleural transudates may finally appear. 

Systemic hypertension is not uncommonly found together with pulmonary 
heart disease, and this often modifies the radiological appearances. If the 
patient’s blood pressure is normal, however, a prominent and vigorously 
rocking aortic knob should suggest a high cardiac output. Notwithstanding 
the common occurrence of hypertension or coronary artery disease in 
patients with pulmonary heart disease, many examples are met with in 
which there is definite enlargement of the left ventricle without satisfactory 
explanation. It is possible that some of these otherwise inexplicable examples 
of left ventricular enlargement are due to the persistence of a high cardiac 
output. 

Angiocardiography.—Although rarely performed in cases of chronic cor 
pulmonale, angiocardiography has indicated that at least in some cases the 
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prominence of the so-called ‘pulmonary conus’ is due to enlargement of the 
pulmonary trunk and not to the conus of the right ventricle. Sometimes the 
descending branch of the left pulmonary artery can simulate enlargement 
of its main trunk, especially if insufficient penetration is used radiologically. 
In the early stages of right ventricular hypertrophy, undetectable by ordinary 
radiology, angiocardiography may show that the ventricular septum is bulged 
to the left instead of to the right as in the normal heart. 


ELECTROCARDIOGRAPHY 

Although emphysema alone can influence the electrocardiogram in so far as 
it influences the position of the heart, and although occasionally in the 
presence of undoubted pulmonary heart disease the electrocardiogram may 
be normal, nevertheless it is capable of yielding one of the earliest signs that 
the heart is being affected by pulmonary heart disease. In my opinion it is 
of considerably greater value in early diagnosis than radiology and is only 
second to cardiac catheterization. 

Because the heart is elongated as a result of the low diaphragm, it tends 
to be vertical electrically. ‘This is shown by a tall R wave in unipolar limb 
lead VF and often by a deep S wave in lead VL. If the heart is very vertical 
VR and VL may be indistinguishable. ‘The complexes in leads representing 
electrical activity of the left ventricle, such as V5 and Vo, resemble the con- 
figuration of lead VF, because the apex of the heart tends to point towards 
the left leg rather than the left arm. In the standard leads this is represented 
by either a small R wave in lead I and a tall R wave in lead III or by right 
axis deviation: i.e. a deep S wave in lead I and a tall R wave in lead III. 
The clockwise longitudinal rotation, which may result from emphysema 
uncomplicated by right ventricular enlargement, causes the transitional 
point, which approximately marks the position of the ventricular septum 
and is the point on the chest leads where the R and S waves are of the same 
amplitude, to be displaced to the left. Instead of appearing between leads 
V4 and Vs, as in the normally positioned heart, it is displaced beyond V5 
or even V6. 

When the right ventricle hypertrophies the so-called ‘right ventricular 
strain’ appearance may be seen: i.e. depression of the RS-'T segment with 
inversion of the T wave in leads overlying the right ventricle, such as V1 
and V2. If there is much clockwise rotation this appearance may be seen in 
all the chest leads. Very good evidence of hypertrophy of the right ventricle 
is the appearance of a tall R wave in leads V1 and V2, and occasionally even 
farther to the left (fig. 1). 

When the right ventricle is embarrassed this is soon reflected by distension 
of the right auricle, and it is probably this which results in the P waves 
being tall and ‘spiky’, the so-called gothic P wave or ‘P pulmonale’, particu- 
larly in lead VF and standard leads II and III. Wood (1948) has shown 
convincingly how important and early is this sign, which was present in 86 
of his 100 cases. It is probably the earliest sign that the lung disease is 
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affecting the heart, or at least as early as elevation of the right ventricular 
diastolic pressure (see p. 281). According to Wood, the normal P wave 
rarely exceeds 1.5 mm. in amplitude and averages 1 mm. The P pulmonale 


is commonly 2 or 3 mm. tall, but is never widened. Its exact causation is 
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Fic. 1.—Electrocardiogram of chronic cor pulmonale from a patient aged 44, with 
normal blood pressure, who died about a month after the record was taken 
‘P pulmonale’ can be seen in leads VF, II, II], and V1-V4, and the intrinsicoid 
deflection can be seen in leads V1-V3. The presence of RS-T depression and 
inversion of the T wave in leads VF, II, III and in all six chest leads, coupled 
with the tall R wave in leads V1-V4, indicates right ventricular hypertrophy 
The transitional point has not been reached at V6, showing extreme clockwise 
rotation. In Vr the intrinsicoid deflection is delayed to 0.04 second (see text) 


obscure— it is not due to anoxia or an increased cardiac output and probably 
results from an increase in right auricular pressure. A sign which I have 
noticed not infrequently is the clearly distinguishable intrinsicoid deflection 
in the P wave in lead V1. Right bundle branch block may be present. 


CATHETERIZATION STUDIES 
Catheterization studies have rendered it possible to offer a tentative account 
of the pathological physiology in pulmonary heart disease. In the usual type 
of cor pulmonale obstructive emphysema causes obliteration of a large part 
of the pulmonary vascular bed and this increases the resistance against 
which the right heart must work. The consequent dilatation and hypertrophy 
proceed backwards as it were, involving in order the pulmonary artery, conus, 
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right venticle and, lastly, the right auricle. Bloomfield et a/. (1946) found 
that, although patients with emphysema but no right-sided heart failure 
often showed elevation of the ventricular systolic pressure, the ventricular 
diastolic pressure in these patients was normal and so was the pressure in 
the right auricle. Once right-sided heart failure sets in the ventricular diastolic 
pressure and the right auricular pressure rise, and this increase is almost 
certainly the earliest sign of pulmonary heart disease. ‘The pulmonary hyper- 
tension leads to atheroma of the pulmonary artery and arteriosclerotic 
intimal thickening of the pulmonary arterioles, and once these physiological 
changes have occurred they themselves may further aggravate the pulmonary 
hypertension by increasing still more the obstruction to the outflow of the 
right ventricle. Once anoxia has been produced it, too, can reflexly increase 
the pulmonary artery pressure. 

The decreased pulmonary capillary bed associated with emphysema not 
only leads to a rise in the pressure in the pulmonary circuit but also causes 
deficient aeration of the blood flowing through the lungs. The arterial oxygen 
saturation therefore falls and by arterial puncture is usually found to be 60 
to 80 per cent. Another cause of this fall in the arterial oxygen saturation is 
incomplete mixing of the air in the lung, so that even the alveolar air may 
contain an abnormally low oxygen content. The loss of pulmonary elasticity 
greatly reduces the vital capacity, usually to less than 1,500 ml., and this 
causes a reduction in the maximum breathing capacity (i.e. the maximum 
volume of air that can be ventilated per minute). ‘To compensate for this 
the minute volume of respiration (i.e. the volume of air the patient can 
actually ventilate per minute) rises above normal and the patient therefore 
has to do more work to abstract the required oxygen from the inspired air. 

Because the arterial oxygen saturation falls the cardiac output increases to 
maintain adequate oxygen to the tissues. McMichael and Sharpey-Schafer 
(1944) have shown that in chronic pulmonary heart disease the cardiac output 
is usually moderately raised: to 5 to g litres per minute. Secondary poly- 
cythemia, stimulated by anoxia of the bone marrow, is also compensatory. 


TREATMENT 
There is no doubt that chronic bronchitis and emphysema are still often 
regarded lightly, almost casually. Prophylactically, avoidance of recurrent 
attacks of infection, which are so common in emphysema, is important. 
Unfortunately this is often a question of climate and is commonly not 
feasible. Continual coughing as a result of cigarette smoking should be 
avoided. If the load is to be taken off the heart, then early and energetic 
treatment of symptoms as they arise must be undertaken. The four chiet 
problems are those of relieving bronchospasm, helping the patient to cough 
up viscid sputum, coping with attacks of infection, and dealing with cyanosis. 


TREATMENT OF BRONCHOSPASM 
Bronchial spasm, if severe, will need adrenaline intramuscularly. If not 
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so severe, then ephedrine or isoprenaline orally may suffice. Occasionally 
ephedrine causes insomnia, but in my experience it more often gives the 
patient a better night by relieving his dyspnea. Unfortunately it may cause 
frequency of micturition or even retention of urine in the elderly. Isoprena- 
line is given sublingually as a 20-mg. tablet, repeated several times a day if 
necessary. ‘The antihistaminics are not a substitute for more powerful anti- 
spasmodics. If status asthmaticus ensues and cannot be relieved by the 
usual treatment, cortisone may prove effective if given in adequate dosage. 
If the case is urgent then it should be given intramuscularly: 100 mg. 
daily in divided doses of 25 mg. six-hourly. This should be maintained for a 
few days, or until obvious improvement is seen, and the dose thereafter 
steadily reduced by 25 mg. daily. In very severe cases 100 mg. can be given 
by intravenous drip. If there is less urgency it can be given by mouth: 200 
mg. a day, steadily reducing the amount by 25 mg. daily. If right-sided 
heart failure is already present great caution must be exercised because of the 
fluid retention effect of cortisone. 


AEROSOL INHALATIONS 

Recently, attempts have been made to reduce the viscosity of the sputum 
by aerosol inhalation of trypsin or detergents. ‘The therapeutic action 
depends upon the lowering of the surface tension and the liquefaction of 
muco-purulent secretions, thus helping expectoration. ‘The preparation can 
be incorporated into the oxygen apparatus by means of a Collison inhaler, 
but glass or plastic attachments are preferable to metal. Inhalations are 
undertaken for about fifteen minutes at a time, especially on waking, when 
the retention of secretion is greatest, and they can be repeated throughout 
the day. One such preparation is ‘alevaire’, the efficiency of which has been 
convincingly demonstrated by Miller et al. (1954) in the United States, and 
which contains 0.125 percent. Triton WR 1339. It is claimed to be a virtually 
non-toxic detergent, but slight inflammation of the margins of the eyelids 
has been reported with patients on continuous treatment. A fine dry mist 
must be delivered, and for this reason manual nebulization is not recom- 
mended. Antibiotics such as penicillin and streptomycin can be added to the 
inhalation, as can adrenaline. As the solution is alkaline, however, chlor- 
tetracycline, oxytetracycline and tetracycline, which are in the acid pH 
range, are incompatible. 


ANTIBIOTICS AND SULPHONAMIDES 
The problem of dealing with pulmonary infection in chronic bronchitics 
is made difficult as so many organisms are encountered and they are so 
variable, resulting in difficulty in deciding whether any one strain is specific 
or even predominant. May (1953) has shown that the examination of a single 
culture from one specimen of sputum is unreliable. From his work, and that 
of others, the importance of H. influenza has been emphasized; this 
organism may be resistant to penicillin but sensitive to streptomycin or 
tetracycline. Perhaps the greatest problem in treating chronic bronchitis 
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with infection is the strong tendency for the infection to recur, and Helm, 
May and Livingstone (1954) have recently tried long-term antibiotic therapy, 
using oxytetracycline. The initial daily dose was 2 g. until the infection was 
under control, and then a daily dose of 1 to 1.5 g. was maintained for as 
long as improvement lasted and no side-effects occurred. Although often 
effective while being given, it would seem that after stopping these drugs 
relapse almost certainly would occur in time, and there is also a risk of 
emergence of resistant strains. Of the wide range of relatively non-toxic 
sulphonamides, sulphafurazole is promising: the average dose is 2 g. 
followed by 1 g. six-hourly for a few days. 


OXYGEN THERAPY 
If there is deficient expansion of the chest a course of breathing exercises 
may help. The beneficial effect of oxygen is often dramatic when cyanosis is 
severe, provided it is central in origin, as in the anoxic type. It is, of course, 
useless in the pulmonary. hypertension group with peripheral cyanosis. 
Oxygen therapy is not without danger, however. It is now known that 
oxygen ‘toxicity’ is unimportant clinically, and that any ill-effects that 
follow its use are entirely due to carbon dioxide retention. Emphysema is 
often associated with carbon dioxide retention, and the respiratory centre 
becomes insensitive to carbon dioxide (Donald and Christie, 1949): in these 
circumstances it is the hypoxia which is the stimulus to respiration. If this 
hypoxia is relieved too quickly and completely ventilation becomes de- 
pressed and the CO, tension in the blood will rise still farther (Donald, 1949). 
This, in turn, increases the cerebral blood flow with a considerable rise in 
cerebrospinal fluid pressure (Davies and MacKinnon, 1949). The increase 
in CQ, tension of the blood is accompanied by a fall in pH and a rise in the 
blood urea, and signs of CO, narcosis do not occur unless the pH falls. 
The patient may complain of headache and become disorientated and show 
myoclonic twitching of the limbs, and papilladema may be present. Peri- 
pheral circulatory failure may then appear, and drowsiness may progress to 
fatal coma. 
‘TREATMENT OF HEART FAILURI 

Once heart failure has supervened it is treated on the usual lines. The 
value of digitalis has been questioned and it has even been considered 
harmful if not dangerous. Sudden death is said to result from its use. 
Although it is true that patients with severe right-sided heart failure 
secondary to lung disease are prone to sudden demise, I have never been 
convinced that this results from digitalis. Far from it; in the presence of 
failure it should always be tried cautiously, and sometimes the response is 
gratifying. 

Aminophylline, in addition to its bronchodilator effect, also dilates the 
coronary arteries if given intravenously and may help to tide over an emer- 
gency. It is given slowly by the intravenous route and well diluted, in 
amounts such as 0.24 to 0.48 g. I have never been impressed by its action 
by mouth. 
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Mercurial diuretics, with or without a low-sodium diet, have been con- 
demned in chronic pulmonary heart disease. Unfortunately the use of 
mersalyl, by lowering the venous pressure, may reduce the raised cardiac 
output which, as already explained, is part of a compensatory mechanism for 
the low respiratory gaseous exchange. Howarth, McMichael and Sharpey- 
Schafer (1947) have shown that the venous pressure may be already at an 
optimum level and if it is lowered the cardiac output will fall. If generalized 
anasarca is increasing, however, and mercurial diuretics are withheld the 
patient will certainly die. 

If the patient remains in a state of chronic right-sided heart failure 
(‘obstinate failure’) in spite of the above measures, then carbimazole should 
be seriously considered in an attempt to lower the oxygen consumption. 


rWO HARMFUL MEASURES 
There are two measures which are particularly harmful in this condition. 
The first is the use of morphine, which depresses the respiratory centre; 
pethidine should always be used instead. The second is venesection: the 
objections to venesection are similar to those against mercurial diuretics but, 
as the action of venesection is so sudden, if its indications have been mis- 


judged it may cause rapid death. 
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ProGrRess has continued to be made in the field of cardiac surgery and it is 
now possible to correct or alleviate a considerable number of congenital or 
acquired defects. It is important therefore for the practitioner to know 
which defects can be so treated, the criteria for diagnosis, the natural 
history of the condition without surgical treatment, the operative risk, the 
degree of improvement in symptoms and altered prognosis for life which is 
likely to be obtained by operation and therefore the indications for advising 
surgical treatment. 
PATENT DUCTUS ARTERIOSUS 

Most patients with patent ductus arteriosus (P.D.A.) appear asymptomatic 
but following operation considerable improvement may be noted in children 
previously considered normal by their parents. 

Clinical findings.—-Dyspnaea may be present if there is a large shunt. ‘The 
classical physical sign is the continuous ‘Gibson’ murmur with accentuation 
in late systole. It is usually best heard in the second left interspace. In 
young people with a wide ductus or with pulmonary hypertension, where 
flow through the ductus is greatly reduced, the ‘balanced ductus’, there 
may be no murmur. There may or may not be a thrill in the pulmonary 
area. The apical impulse is often forceful from the increased flow of blood 
through the left ventricle. With a large flow from aorta to pulmonary artery 
the systemic diastolic pressure will be low and the pulmonary arterial 
pressure may be increased. 

It should be remembered that there are other causes of a continuous 
murmur than a P.D.A.; e.g. an abnormal vascular communication such as 
a pulmonary arterio-venous fistula, an aortic-pulmonary artery fistula or 
bronchial-pulmonary arterial fistula. Another possible source of error is a 
venous hum which may often be heard in childhood at the base of the heart 
or above the clavicles, is accentuated in diastole, and varies in intensity with 
posture and movement of the neck. 

Special investigations.—Radiologically the aorta is wide with increased 
pulsation, the pulmonary artery enlarged, but not markedly so, with in- 
creased pulsation, and there is some degree of left atrial and left ventricular 
enlargement. If right-sided enlargement is present some complication 
should be sought. The electrocardiogram is usually normal but left ven- 
tricular hypertrophy may be present with a big shunt. Right ventricular 
hypertrophy signifies pulmonary hypertension or some other complication. 
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Cardiac catheterization is not necessary for diagnosis in most cases, but ts 
indicated if there is cyanosis or evidence of right ventricular enlargement 
or hypertrophy. It is also indicated when the diagnosis is in doubt and a 
patent ductus may be present. It may be possible to pass the catheter 
through the ductus into the aorta. Gas analysis will reveal a higher oxygen 
content in samples from the pulmonary artery than from the right ventricle 
Angiocardiography may be necessary in difficult cases, especially if catheteri- 
zation is not feasible. 

Course.—Most patients will do well for many years but there is a constant 
risk of bacterial endocarditis, and deterioration from cardiac failure is 
frequent before middle age. Apart from the anxiety of knowing that some- 
thing is wrong with the heart, particularly at special times such as prospec- 
tive marriage or pregnancy, and the need for medical attention should fever 
develop at any time, difficulties are likely to arise over life insurance, super- 
annuation and National Service. Accordingly, it is recommended that the 
ductus should be ligated in all cases in which it is the sole defect. 

Surgical treatment.—The ideal time for operation is between 5 and 15 
years. If symptomless, the upper age limit is about 35 to 40 years, but 
operation should certainly be undertaken in middle age if there is subjec- 
tive or objective evidence of progression: e.g. dyspnoea, cardiac enlargement, 
left ventricular hypertrophy or cardiac failure. The responsibility of advising 
operation in a healthy child is great, but in experienced hands the risk is 
slight. Recanalization after ligation is very rare. The ductus may be ligated 
but if wide (e.g. >1 cm.) it is best to divide the ductus and suture the two 
ends. In uncomplicated cases the risk is very slight and the patient is cured. 

Some cases have considerable or severe pulmonary hypertension but the 
reason for the great variability in pressure is unknown. The pressure may 
return to normal following operation but this cannot be forecast with any 
certainty. If the shunt has become reversed the operative risk is considerable 
but should probably be accepted in a child 


COARCTATION OF THE AORTA 
Constriction of the aorta may occur anywhere between the arch and the 
bifurcation but in the great majority of cases it occurs in the first part of 
the descending aorta, at or near the ligamentum arteriosum. 

Clinical findings.—Most young people are without symptoms but in time 
symptoms may develop from hypertension in the upper part of the body 
headache, palpitation or dyspnaea—or occasionally from hypotension in the 
lower part of the body: e.g. numbness, coldness or weakness in the legs 
and, rarely, intermittent claudication. 

Course.—Seventy-five per cent. of patients die prematurely as the result 
of (1) hypertension, i.e. from cardiac failure or from cerebral haemorrhage 
which is often secondary to a berry aneurysm at the base of the brain, 
(2) bacterial endocarditis, usually in the neighbourhood of the coarctation 
or on an associated bicuspid aortic valve, or (3) rupture of the aorta 
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The diagnosis is readily made if hypertension is found in the arms, and 
the femoral pulses are weak or absent and apparently delayed after the 
radial. ‘The systolic pressure is considerably lower in. the legs than in the 
arms but the mean pressure is only slightly lower. ‘The systolic pressure in 
the arms increases greatly on exertion. In the young the degree of hyper- 
tension may be slight. Excessive arterial pulsation will be seen at the root 
of the neck. Collateral vessels may be seen or felt around the scapula, 
especially if the patient bends down, and less often in the region of the 
clavicles, axilla, anterior ends of the ribs or in the epigastrium. ‘They are 
rarely to be found in children. A basal systolic murmur is often present, 
either from the coarctation or sometimes from aortic stenosis which is an 
occasional associated defect. An aortic diastolic murmur may be heard, 
usually from an incompetent bicuspid valve. Evidence of other anomalies, 
e.g. a patent ductus or atrial septal defect, may be found. 

Special investigations.-An x-ray of the chest may show dilatation of the 
ascending aorta. ‘The superior mediastinal segment on the left may show an 
abnormal contour from absence of the aortic knuckle, from kinking or 
dilatation of the left subclavian artery or from pre- or post-stenotic dilata- 
tion of the aorta. ‘The cesophagus is often displaced forwards and to the 
right if there is displacement of the stenosed segment of the aorta. Occa- 
sionally the area of coarctation may be seen in the left oblique view, par- 
ticularly with tomography. The left ventricle may be enlarged, especially if 
there is associated aortic valvular disease. Notching of the undersurfaces 
of the ribs by enlarged intercostal arteries is often present. Electrocardio- 
graphy may show left ventricular hypertrophy. Occasionally right bundle 
branch block is found but the reason for this is not always evident. Cardiac 
catheterization is unnecessary unless some associated anomaly is suspected. 
Angiocardiography is usually unnecessary to show the site or length of the 
coarctation because this can be observed at operation, but may be useful 
if some associated defect is suspected. Retrograde aortography gives a better 
picture than intravenous injection. 

Course.—Operation should be considered in every patient in whom the 
diagnosis is made, and should be carried out in any child or young adult 
if the blood pressure in the arms is significantly raised and there is electro- 
graphic evidence of left ventricular hypertrophy, because the chances of 
premature death are considerable and of being fit in middle age remote. 
In infants congestive failure may occur and then regress, and this may be 
related to closure of the ductus and subsequent development of a collateral 
circulation. It*is probably better to give medical treatment and defer opera- 
tion until childhood. Operation is technically difficult in infancy and 
associated anomalies are frequent. After the age of 35, if there are no symp- 
toms and no objective evidence of progression, the decision is more difficult; 
the collateral circulation may be balancing the obstruction and there are 
usually degenerative changes in the arterial wall. Nevertheless, if nothing 
is done the prognosis is most uncertain. 
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Surgical treatment.—This consists in resection of the constriction and 
anastomosis of the divided ends or the insertion of a graft which should 
always be available. The over-all operative mortality is about 10 per cent. 
In some cases surgical correction may be impossible owing to the site of 
the coarctation or the presence of some complication such as an aneurysm 
of the aorta or of an intercostal artery or because of some associated 


cardiovascular defect. 


ATRIAL SEPTAL DEFECTS 
Atrial septal defects (ASD), of which there are several types, are one of the 
commonest forms of congenital heart disease. For practical purposes three 
conditions need to be considered, but mixed types occur. 

(1) Patent foramen ovale.—This occurs in about 20 per cent. of all adults 
but is usually of no significance, being anatomically patent but functionally 
closed. 

(2) Defect of the septum primum.—This type is relatively uncommon. The 
defect is large and low, overriding the atrio-ventricular valves and therefore 
difficult to repair. 

(3) Defect of the septum secundum.—This is the most common type and 
the most amenable to surgical repair. The defect is of variable size and its 
position is usually close to the foramen ovale. 

An ASD permits flow of blood in either direction. If no other abnor 
malities are present the shunt will be from left to right with consequent 
dilatation of the right atrium, right ventricle and pulmonary vessels from 
the increased flow of blood. Pulmonary hypertension may be present in 
variable degree, but is not directly related to pulmonary blood flow or to 
age; its pathogenesis is obscure. The pressure in the right side of the 
heart gradually increases, and in many instances the shunt reverses in middle 
age, with the consequent development of cyanosis and finally of cardiac 
failure. 

Severe associated defects may be present such as tricuspid or mitral 
atresia, when the shunt is necessary for life, or there may be some degree 
of pulmonary stenosis and the shunt diminishes the degree of hypertension 
in the right ventricle. It is important therefore not to undertake surgical 
repair of the septal defect unless such associated anomalies can also be 
corrected. Occasionally, mitral stenosis is associated with an ASD (Lutem- 
bacher’s syndrome) and increases the left to right shunt. If the stenosis is 
severe, mitral valvotomy may be necessary. 

Anomalous pulmonary venous drainage (APVD) may give a similar pic- 
ture and differental diagnosis may be difficult or impossible before operation, 
or this anomaly may coexist with ASD. The pulmonary veins, or some of 
them, instead of entering the left atrium drain directly or indirectly into 
the right atrium. With total APVD an ASD is necessary for life, but with 
partial APVD associated with an ASD correction of both defects may be 
carried out at the same time. 
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Clinical findings.—Yhe disability is often less than would be expected 
from the degree of cardiac enlargement, and symptoms may be absent or 
consist of fatigue, dyspnoea and an undue tendency to respiratory infection. 
Symptoms increase when the shunt reverses, and cardiac failure often 
follows. Inspection of the neck veins often reveals a prominent systolic 
(‘v’) wave and, if pulmonary hypertension is present, a prominent pre- 
systolic (‘a’) wave as well. A right ventricular thrust and prominent pul- 
monary artery pulsation may be appreciated on palpation. ‘The pulmonary 
second sound is often widely split. A systolic murmur in the pulmonary 
area is attributable to increased flow through the pulmonary artery rather 
than to flow through the septal defect. Sometimes a diastolic murmur is 
present as well. If pulmonary stenosis is also present the systolic murmur 
tends to be louder and harsher, but this complication can only be diagnosed 
by cardiac catheterization. ASD is one of the few forms of congenital heart 
disease with which auricular fibrillation is associated and then it occurs late. 

Special investigations._—'The appearances on radioscopy are characteristic. 
The pulmonary artery and main branches are dilated and pulsatile (hilar 
dance). There is enlargement of the right atrium and ventricle, but not of 
the left atrium or ventricle, and the aorta is small. Electrocardiography 
usually shows the pattern of incomplete right bundle branch block and 
sometimes of right ventricular hypertrophy. With a defect of the septum 
primum there may be left axis deviation or left ventricular hypertrophy 
from associated deformity of the mitral valve with incompetence. If surgical 
treatment is under consideration it is desirable that the presence of an ASD 
should be confirmed, and catheterization is of value. Approximate calcu- 
lations of the size of the shunt can be made. Occasionally APVD can be 
demonstrated. Venous angiocardiography is rarely of decisive value but 
selective angiocardiography may demonstrate the pathological anatomy. 

Course.—-Some patients remain free from symptoms and most lead 
reasonably active lives until the third or fourth decade, but the average age 
at death is less than 40 years and many die in early life. This variable natural 
history is largely dependent upon the size of the shunt. If surgical repair 
becomes as safe as closure of a patent ductus it will doubtless be as widely 
practised. Meanwhile our view is that those who are free from symptoms 
should be kept under observation, but if there is subjective or objective 
evidence of progression, especially in a child or young adult, and it is clear 
that life is likely to be materially shortened, repair should be carried out. 
If there is arterial unsaturation, however, from some degree of right to left 
shunt, surgery should seldom be considered. 

Surgical treatment.—Many ingenious closed techniques have been devised 
and applied with varying success, but open heart surgery and suture under 
direct vision have obvious advantages although they carry the hazards of 
ventricular fibrillation and coronary air embolism. Operations have been 
carried out with the aid of hypothermia, a crossed circulation from a donor, 
or a mechanical heart lung machine. The risk varies with the age of the 
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patient, the size of the heart, the size and position of the defect, and, in 
these early days, with the experience of the surgeon. It is too soon to be 
able to give statistics. When repair is complete the results are good and 
likely to be permanent. 
PULMONARY STENOSIS 

Pulmonary stenosis may occur as an isolated anomaly, in which case 
cyanosis will be absent, or in association with an atrial or ventricular septal 
defect, in which case there may or may not be cyanosis. For practical pur- 
poses the best division is into cases with or without a ventricular septal 
defect. Surgical treatment is required if the stenosis is of sufficient severity 
to cause an important limitation in pulmonary blood flow and increase in 
right ventricular pressure. The stenosis may be at the pulmonary valve, in 
the infundibular portion of the right ventricle, or there may be a combination 
of valvular and infundibular stenosis. 


PULMONARY STENOSIS WITH INTACT 
VENTRICULAR SEPTUM 
PURE PULMONARY STENOSIS 

Clinical findings.—-The principal symptoms are dyspnoea, fatigue and 
occasionally syncope. There may be failure to gain weight. Cyanosis is not 
present. In time, right ventricular failure will develop. The principal signs 
are a systolic murmur and thrill in the pulmonary area. The pulmonary 
second sound is usually decreased but may be normal or occasionally 
accentuated. If stenosis is severe the ‘a’ wave in the jugular pulse will be 
prominent. Proper surgical management depends upon accurate localization 
of the obstruction. In this group the obstruction is usually at the pulmonary 
valve, the leaflets of which are fused into a dome-shaped or conical structure 
with a central orifice. The site cannot be determined with certainty by 
clinical examination. In valvular stenosis the systolic murmur is usually 
loudest in the second space and is long and fairly late in systole and the 
pulmonary second sound is single. In infundibular stenosis the systolic 
murmur tends to be loudest lower down and is shorter and earlier and the 
second sound is widely split. 

Special investigations.—Radioscopy usually shows little enlargement. In 
valvular stenosis the pulmonary artery is usually dilated beyond the stenosis 
‘with some increased pulsation, and the main branches are usually normal in 
size and pulsation. This post-stenotic dilatation of the pulmonary artery is 
characteristic and comparable to that found in the ascending aorta in aortic 
stenosis. The x-ray usually shows decreased peripheral pulmonary vascu- 
lar markings. The electrocardiogram shows right ventricular hypertrophy. 
Catheterization shows some increase in pressure in the right atrium, an 
increased pressure in the right ventricle which is roughly proportional to 
the degree of pulmonary stenosis, and a pressure in the pulmonary artery 
which is normal or occasionally decreased. Continuous pressure recordings 
while withdrawing the cardiac catheter from the pulmonary artery give 
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useful information as to the site of the obstruction in most cases. 

Course.—This condition has not been widely recognized for sufficiently 
long to give guidance with precision. Sudden death is liable to occur and 
when there is evidence of progression eventual cardiac failure is inevitable. 
in general, if there are relevant symptoms or if there is evidence of progres- 
sive right ventricular hypertrophy, operation is advisable. In doubtful cases 
catheterization is useful to determine the drop in pressure across the pul- 
monary valve, and a right ventricular systolic pressure greater than 75 
mm. Hg is generally accepted as an indication for surgery. 

Surgical treatment.—Pulmonary valvotomy can be carried out by the 
transventricular route or through the pulmonary artery above the stenosis. 
The operative risk is low and the results are good. 


PULMONARY STENOSIS WITH ATRIAL SEPTAL DEFECT (TRILOGY OF FALLOT) 

The symptoms and signs are similar to those of pure pulmonary stenosis 
except that if there is a sufficiently large right to left shunt there will be 
central cyanosis and decreased arterial oxygen saturation. Cyanosis often 
does not develop until after childhood. The x-ray shows a variable degree 
of right-sided enlargement, the pulmonary artery and main branches are 
large and pulsatile, and the peripheral branches are normal or increased 
The indications for surgical treatment are as for pure. pulmonary stenosis 


PULMONARY STENOSIS WITH VENTRICULAR SEPTAL DEFECT 
AND OVERRIDING AORTA (FALLOT’S TETRALOGY) 

This is the most common form of cyanotic congenital heart disease in those 
surviving the first few years of life. The four components are: (1) pul- 
monary stenosis with resultant decrease in pulmonary blood flow, (2) a high 
ventricular septal defect with (3) an aortic root overriding the septal defect 
so that the aorta is filled from both ventricles with resultant cyanosis, and 
(4) right ventricular hypertrophy because the right ventricle has the dual 
task of having to pump against the mechanical obstruction in its outflow 
tract and, owing to the septal defect, against the systemic resistance. 

The severity of the clinical picture varies principally with the degree of 
pulmonary stenosis. In most cases this is infundibular or there is a com- 
bination of infundibular and valvular stenosis. 

Clinical findings.—The principal symptoms are cyanosis, retardation of 
development and decreased capacity for effort. Characteristically the child 
rests in the squatting position. In severe cases syncope and convulsions may 
occur. Central cyanosis is usually present from birth, but sometimes is not 
apparent for a year or two. There is clubbing of the fingers and toes 
Physical examination is relatively unrewarding. The characteristics of the 
pulmonary systolic murmur depend upon the type of stenosis present, but 
it is usually of moderate intensity and maximal in the third intercostal 
space. A systolic thrill often accompanies the murmur. The pulmonary second 
sound may be decreased, normal or accentuated, but is not split 
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Special investigations.—Radiological appearances are variable but the 
heart is not greatly enlarged. Usually there is some enlargement of the body 
of the right ventricle, with a concavity in the region of the infundibulum 
and pulmonary artery. The classical ‘cceur en sabot’ is due to these features 
together with upturning of the apex. The vascularity of the lung fields is 
diminished; the aorta may be wide and is often right-sided. Much cardiac 
enlargement or increased vascularity of the lungs excludes the diagnosis of 
Fallot’s tetralogy, and other defects causing cyanosis should be considered: 
Fallot’s trilogy or transposition of the great vessels. Electrocardiography 
shows the pattern of right ventricular hypertrophy. Cardiac catheterization 
is usually superfluous and in these cases subject to errors of interpretation 
but has the advantage of permitting selective angiocardiography. Angio- 
cardiography may not be necessary in straightforward cases, but is valuable 
when there is doubt, and useful, when an anastomotic procedure is under 
consideration, in showing whether suitable vessels are available. ‘The injec- 
tion is best made through a cardiac catheter with its tip in the right 
ventricle. 

Course.—Severe cases die shortly after birth, but mild cases may survive 
to middle age. Most succumb in childhood or early adult life from respira- 
tory infection, cardiac failure, bacterial endocarditis or sometimes cerebral 
thrombosis or abscess. Surgical treatment is advisable and best carried out 
between the ages of 5 and 10. 

Surgical treatment.—The primary objective in treatment is to increase 
pulmonary blood flow, and this may be achieved by direct or indirect 
methods. Up to the present, indirect techniques have been mainly used 
but, although pulmonary blood flow is increased, the obstruction to right 
ventricular outflow is not relieved and a new anomaly is created. Usually 
an anastomosis is made either between one subclavian and corresponding 
pulmonary artery (Blalock) or between the aorta and the left pulmonary 
artery (Potts). The operative mortality is about 10 per cent. and the results 
are good in about 75 per cent. Few patients have been followed up for as 
long as ten years. 

More recently Brock has advocated direct infundibular resection or pul- 
monary valvotomy. This is a more logical procedure and has the advantage 
not only of increasing pulmonary blood flow but of relieving the obstruction 
and of reducing the right to left shunt. In his hands the results have been 
as good as with indirect procedures, and the operative risk no greater. 
The fear of an excessive increase in pulmonary blood flow (owing to the 
high pressure in the right ventricle due to the septal defect) has rarely 
materialized. 

ISOLATED VENTRICULAR SEPTAL DEFECT 
There is as yet no safe and satisfactory surgical treatment for ventricular 
septal defects, but progress is being made and before long it is likely that 
those with a progressive disability will be treated by operation. Otherwise, 
reversal of the shunt, congestive failure and premature death are probable. 
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CONGENITAL AORTIC STENOSIS 

Symptoms may be absent or there may be undue dyspnea and sometimes 
angina pectoris or syncope. The principal signs are a systolic murmur and 
thrill in the aortic area and usually in the suprasternal notch and over the 
carotid arteries. ‘he aortic second sound may be normal or reduced. An 
aortic diastolic murmur from associated incompetence may be present. 
Enlargement of the left ventricle on radioscopy does not occur early and 
may be preceded by electrocardiographic signs of hypertrophy. 

Surgical treatment._-This consists of aortic valvotomy. Operation should 
be advised if there is evidence of progression because the prognosis is other- 
wise poor, but the chances of producing valvular incompetence are con- 
siderable and the effects are more serious than in the case of pulmonary 
stenosis. ‘Too few operations have been done for comment on results. 


MITRAL STENOSIS 

Surgical treatment for mitral stenosis is now well established with an over- 
all operative mortality of about 5 per cent. in most series. Good results may 
be expected in about 75 per cent. and fair or poor results in about 10 per 
cent. each. Very strict criteria of suitability would ensure a lower mortality 
rate, but with the corollary that a new lease of life would be denied to 
many. ‘The operative risk is relatively high if adverse factors are present 
such as considerable cardiac enlargement, heavy calcification of the valve, 
a past history of systemic embolism and an age over 50 but, in our experi- 
ence, in the remainder it is no more than 1 per cent. which corresponds to 
the unpredictable hazards of any major surgical procedure. The problem of 
selection is therefore most important. 

Indications.—Surgical treatment should be considered in every patient in 
whom the diagnosis of mitral stenosis is made, even if it is not severe, 
because progression is likely to continue and most patients are still operated 
upon too late, i.e. when the optimum time has passed. Operation is not 
advised unless there is dyspneea with normal activities. Particularly strong 
indications are attacks of pulmonary adema, electrocardiographic evidence 
of right ventricular hypertrophy and radiological evidence of lymphatic 
distension. Recurrent hemoptysis is usually also an indication. Fatigue as 
the principal symptom is an indication for caution: it usually indicates 
predominant mitral incompetence, predominant myocardial damage or neu- 
rosis. In the last instance, accompanying the patient upstairs is a useful test. 

Absolute contraindications are age over 60, gross cardiac enlargement, 
intractable congestive failure and predominant mitral incompetence. If 
mitral stenosis is severe, aortic valvular disease is not necessarily a contra- 
indication. Aortic stenosis can be treated at the same thoracotomy but severe 
aortic incompetence precludes operation. 

Clinical findings.—Palpation is important. In the absence of gross enlarge- 
ment a distinct central thrust usually signifies right ventricular hyper- 
trophy. A distinct apical left ventricular thrust signifies that some important 
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complication is present, and in the absence of aortic valvular disease is 
probably attributable to mitral incompetence. ‘The classical signs of mitral 
stenosis are familiar, i.e. a presystolic murmur, a slapping first heart sound 
at the apex, an opening snap and a rumbling mid-diastolic murmur without 
a systolic murmur, and when these signs are clear an operable valve is likely 
to be found and excellent results obtained. In our experience, however, such 
findings are relatively uncommon and with the clearest of sounds a dis- 
appointingly rigid valve may be found: i.e. operability is not always pre- 
dictable. When clear sounds are absent, and especially when there is a poor 
or absent first sound and snap, predominant mitral incompetence or a 
calcified or rigid valve is likely to be present. A harsh apical systolic murmur 
usually indicates mitral incompetence, but may be due to aortic stenosis 
or tricuspid incompetence, other evidence for which should be sought. 

Special investigations.-Cardiac enlargement as determined radiologically 
principally reflects the severity of myocardial damage, but in general if the 
cardiothoracic ratio is >60 per cent. there is a relatively poor chance of a 
lasting good result, although there are exceptions. The same applies to 
undue enlargement of the right or left atrium. Neither gross left atrial 
enlargement nor systolic expansion on radioscopy necessarily signifies pre- 
dominant mitral incompetence. Gross right atrial enlargement may be due 
to tricuspid disease, especially if there is little enlargement of the pulmonary 
artery. A large pulmonary artery suggests severe pulmonary hypertension 
but there are exceptions and the converse does not hold. The same con- 
clusion applies to narrowing and tortuosity of the peripheral branches. If 
present, calcification of the valve can readily be seen on radioscopy. Pene- 
trating films and tomograms are less reliable for this purpose. ‘Transverse 
striations from lymphatic distension are an important sign of pulmonary 
cedema in this context. Electrocardiography is helpful in that any degree of 
(a) right ventricular hypertrophy from mitral stenosis provides a strong 
indication for valvotomy as this usually means that the stenosis is severe, 
and (4) left ventricular hypertrophy from mitral incompetence is an absolute 
contraindication to valvotomy. Cardiac catheterization is now rarely used 
in the assessment because it does not provide a reliable guide to mitral 
incompetence in doubtful cases, and the severity of mitral stenosis can 
almost always be assessed on other grounds. 

Complications.—Auricular fibrillation is not in itself a contraindication to 
operation but a disadvantage in that the incidence of clot and therefore the 
risk of systemic embolism is far higher than in patients with sinus rhythm, 
and also it probably indicates rheumatic myocardial damage. In our experi- 
ence clot is much more likely to be present if there is a past history of 
embolism than in those without. Since systemic embolism commonly recurs 
without operation and is rare after a successful valvotomy it should be 
taken as an added indication for surgical treatment, despite the increased 
operative risk. We have not accepted embolism as a sole indication. 

Calcification of the valve modifies the auscultatory signs of mitral stenosis 
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and due allowance must be made for this. Heavy calcification is a disadvan- 
tage in that effective splitting of the commissures may be impossible and 
strenuous efforts to do so increase the operative risk; restoration of good 
valve function may not be achieved despite good splitting. Finally, there is 
risk of calcific embolism into the systemic circulation. Nevertheless, calci- 
fication is not a contraindication in that good results are often obtained in 
severely disabled patients. 

Aortic incompetence of mild or moderate degree is not a contraindication 
to valvotomy for associated severe mitral stenosis, and aortic stenosis can 
be dealt with at the same thoracotomy. 

Valvotomy in pregnancy.—Valvotomy can be carried out safely during 
pregnancy and it must be remembered that in pregnancy severe symptoms 
may deveiop with relatively mild stenosis. Our view is that operation 
should be advised, preferably about the fourth month, in those in whom 
it is clear from the history that surgical treatment would be advisable anyway 
and there is unequivocal evidence of tight stenosis. Operation not only 
safeguards the mother during the remainder of her pregnancy and in 
labour, but avoids subsequent separation from her baby. Sterilization is 
therefore now less often necessary for women with mitral stenosis. 

Valvotomy over 5c.—More than thirty patients over 50 years of age have 
been operated on in our unit. The over-all mortality has been higher than 
in younger age-groups, but it is impossible to assess precisely the effects of 
age itself because so often other adverse factors, such as marked cardiac 
enlargement, calcification of the valve or clot, were present. Good results, 
however, are often obtained. 

Surgical treatment.—Separation of the adherent commissures is attempted 
by means of the finger with or without the aid of a knife, a trans-atrial or 
a transventricular mechanical dilator. 

Reference has been made to statistical results in the opening paragraph 
but the risk for an individual patient cannot be assessed from a statistical 
analysis of a large series. An occasional patient will be lost from haemorrhage, 
cardiac arrest, embolism or traumatic mitral incompetence. The degree of 
benefit which will be achieved is usually determined at the time of operation 
by the pathological anatomy of the mitral valve and, as has been empha- 
sized, this cannot be predicted with any certainty. The relief of symptoms 
which usually follows adequate valvotomy reflects the importance of the 
obstructive factor and disappointing results can usually be attributed to 
failure to recognize predominant mitral incompetence or myocardial damage 
or the presence of a rigid valve which is not amenable to surgical treatment. 


ACQUIRED AORTIC STENOSIS 
The surgical treatment of acquired aortic stenosis is less satisfactory than 
that of mitral stenosis and is likely to remain so. This is because symptonis 
are rarely present until an advanced stage of the disease when there is con- 
siderable cardiac enlargement, fibrosis of the mvocardium and often failure 
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of the left ventricle, and because the pathological anatomy of the aortic 
valve is often such that it is difficult to restore good valve function. 

Clinical findings.—The clinical findings are dyspnoea on exertion, paroxys- 
mal nocturnal dyspnoea, angina pectoris and syncope. The principal signs 
are an aortic systolic murmur and thrill transmitted into the vessels of the 
neck and an aortic second sound which is usually diminished but which may 
be normal. The pulse pressure may be narrow but is often normal or, if 
there is aortic incompetence, increased. 

Special investigations.—Radiology usually shows dilatation of the ascend- 
ing aorta and enlargement of the left ventricle, and on radioscopy calcifi- 
cation of the aortic valve is often found. The electrocardiogram will show 
left ventricular hypertrophy. A direct arterial tracing will show delay in the 
upstroke time from the end of diastole to the peak of systole. Severity of 
the stenosis is better judged by symptoms and the electrocardiogram than 
by physical signs. 

Course.—Once paroxysmal dyspnoea, angina pectoris or syncope has 
developed the prognosis is usually bad. 

Surgical treatment.—This must be considered if there is unequivocal 
evidence of progression, despite the operative risk. In our experience the 
risk for calcific stenosis is in the neighbourhood of 20 per cent., but in 
definitely rheumatic cases, such as those associated with mitral stenosis, 
calcification is usually less severe or absent and the risk is much lower. 
Early results in survivors may be good or fair but numbers are as yet 
insufficient to be of statistical value. Treatment consists of aortic valvotomy 
by the transventricular or aortic routes. 


MITRAL AND AORTIC INCOMPETENCE 
Mitral incompetence.—Various techniques have been devised for the treat- 
ment of mitral incompetence: e.g. by a pericardial sling, a plastic baffle or 
a suture round the auricular ventricular ring, but so far none has proved 
satisfactory. It seems improbable that there will ever be a really successful 
form of surgical treatment because so often in these cases the myocardium 
is severely damaged. 

Aortic incompetence.—The only technique which at present offers a worth- 
while reduction in the degree of aortic incompetence is the insertion of a 
plastic ‘Hufnagel’ ball valve into the aorta, just distal to the left subclavian 
artery. The operative risk is considerable and it is too early to assess long- 
term results. As so often happens when a new procedure is introduced, 
initially it can be offered oniy to patients with a serious and progressive 
disability, in whom the prognosis without operation is obviously bad. It 
will be appreciated that such patients are poor subjects from the point of 
view of risk and therefore of assessing the value of the technique. 


CONSTRICTIVE PERICARDITIS 
Constrictive pericarditis is usually due to preceding tuberculous infection 
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The heart is encased in unyielding and constricting fibrous tissue and as a 
result there is impairment of diastolic filling and a decreased cardiac output. 
Swelling of the abdomen and legs and shortness of breath are the usual 
complaints. The neck veins are distended and the liver enlarged, and pleural 
effusion is common. Auricular fibrillation may be present. Pulsus paradoxus 
may occur. Radiography often shows calcification of the pericardium, and 
restricted cardiac pulsation may be observed on radioscopy. An electro- 
cardiogram often shows inverted T waves. 

Surgical treatment.—This is indicated if symptoms are present, and con- 
sists of partial pericardiectomy. In cases which are not advanced the risk 
is low and the results are good, but if cardiac cirrhosis of the liver is present 
the risk is considerable. Operation should not therefore be delayed once the 
classical signs can be elicited and symptoms are present, but the maximum 
possible benefit from medical treatment should first be obtained. Strepto- 
mycin and PAS or isoniazid should be given if evidence of active tubercu- 
losis is found. 

ISCH4 MIC CARDIAC PAIN 
If angina pectoris is severe and resists all medical treatment surgical 
measures to relieve pain should be considered. Methods to revascularize 
the heart, e.g. by cardio-omentopexy, by anastomosis of the coronary sinus 
to the aorta, by inserting an internal mammary artery into the wall of the 
left ventricle, or by inducing intrapericardial adhesions, have not won 
general acceptance, but pain can be relieved by cervico-dorsal sympathec- 
tomy or section of the posterior nerve roots. The operative risk varies with 
the severity of the underlying coronary artery disease and this is largely 
unpredictable. Nevertheless, in properly selected cases the degree of sub- 
jective improvement obtained is well worth while. The criteria are that the 
pain can definitely be attributed to angina, that it has resisted all medical 
measures and is of such severity that activity is much restricted or the pain 
occurs at rest. 
SUMMARY AND CONCLUSIONS 

Surgical treatment is now available for various forms of acquired and con- 
genital heart disease and in this article relevant defects are discussed in 
relation to the prognosis with medical management, the operative risk and 
the degree of benefit likely to be obtained. 

Criteria are considered for the selection of patients with patent ductus 
arteriosus, coarctation of the aorta, atrial septal defect, ventricular septal 
defect, pulmonary stenosis, Fallot’s tetralogy, mitral stenosis, aortic stenosis, 
constrictive pericarditis and intractable angina pectoris. 

The treatment of valvular incompetence is at present unsatisfactory. 

The clinical features and the place of radiology, electrocardiography and 
more specialized investigations are described. 

An important principle is that surgical treatment should not be deferred 
until the optimal time has passed and in general should be considered as 
soon as there is subjective or objective evidence of progression. 








CARDIOMIMESIS 


By PAUL C. GIBSON, M.D., M.R.C.P. 
Physician, Torbay Hospital 


CARDIOMIMESIS is a term used in this article for referring to the imitation of 
heart disease by symptoms or groups of symptoms of non-cardiac origin. 
Symptoms are feelings and become part of the reflex structure of conscious- 
ness; their transmission in the cortex, where new conditioned reflexes are 
easily formed, may be diverted along abnormal paths. The relationship of 
psychological disturbance and cardiac symptoms has often been investi- 
gated, in particular by Bourne, Scott and Wittkower (1937). My purpose 
is to deal with cardiomimesis from the point of view of a general practi- 
tioner who is more interested in the meaning of symptoms than in the 
architecture of disease. In referring to mental processes I shall base my 
ideas on the work of Pavlov (1928) who showed that psychology can be 
studied objectively. 
THE INFLUENCE OF FEAR 

Mimicry is natural to all animals, especially to man; in him it begins in 
childhood when his whole vocation is endless imitation. At first, as he plays 
at soldiers, pretending to be something that he is not, it is harmless, but as 
he grows and learns the use of pretence in evading painful situations and in 
hiding his feelings, it may develop into a habit of pretending not to be 
something that he is, a much more serious affair. To fear is human but to 
show fear is unpardonable, so it is suppressed and fear suppresssed finds 
in the underworld of the mind all the material that it needs for working its 
devilments. Pavlov describes in dogs what he calls the passive defence 
reflex which is the response to overwhelming fear by reflex inhibition. In 
the dog this appears as complete immobility; in man it may appear as a 
faint. Fainting in young people is usually psychogenic. Such faints may be 
induced in a variety of ways, but they all have this in common that they 
have nothing to do with organic heart disease. A typical example of this kind 
of faint is described in a book by a famous naval officer. 

He had been subject to fainting since childhood, especially when attending public 
functions from which he could not easily make a decorous escape. He relates how 
on one occasion he had to attend a formal banquet at which the principal speaker was 
insufferably long-winded and boring. Soon after the speech had begun the familiar 
symptoms began to creep over him and he was just saved from making an exhibition 
of himself by a timely lapse into humour by the speaker. 

This is a common enough experience but it is uncommon for public men 
to relate it of themselves. It is interesting as showing that robust and 
courageous people are not immune from the psychogenic faint. 

The response to fear is not always as simple as this. In imaginative people 
it is readily organized into a disease which may mimic organic heart disease 
closely. During the American Civil War, Da Costa defined a syndrome 
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common among soldiers, characterized by chest pain, dizziness, palpitation 
and breathlessness on exertion. It was not associated with any recognizable 
heart disease. In the 1914-18 War this syndrome again came into promi- 
nence. It was named by Lewis the effort syndrome. He reported that 
44,000 cases so labelled became pensioners but only 1 in 6 of these had any 
discernible heart disease. In the 1939-45 War we heard less of this syndrome, 
partly perhaps because more care was taken in grading and fitting men 
into suitable jobs. It was uncommon in the Navy and Air Force, which 
was thought to be accounted for by the refusal of these Services to accept for 
active service any but grade 1 men. The generally accepted view is that this 
stress reaction becomes linked to effort by a variety of devices which includes 
misinterpretation of emotional symptoms, certain vicious circular patterns 
and the growth of the conviction that the heart is to blame. 

Pain round the heart is a signal too often misinterpreted as angina; 
alarm then unlooses the whole gamut of emotional symptoms by an out- 
pouring of adrenaline into the blood stream. It is easy to be deceived by a 
group of symptoms such as chest pain, breathlessness, palpitation and 
faintness; they are all of a kind that is easily imitated. 


SOME MISLEADING SYMPTOMS 

Breathing is partly a voluntary act and is subject to neurosis. A cardiac 
patient who is breathless in bed will show other evidence of heart disease 
and he will conserve his breath by moving and talking as little as possible 
but the hysteric moves freely and is loquacious and tells his tale of suffering 
with characteristic complacency. The significance of breathlessness on 
exertion is difficult to assess; it depends upon the degree of the breathless- 
ness and the nature of the exertion, and these are difficult to describe 
precisely. A feature that may be helpful is that a neurotic cherishes his 
symptoms and will talk about them freely but in organic heart disease 
breathlessness if it comes on gradually is often unrecognized by the patient 
and it may only be revealed by direct questioning. If there are no signs of 
heart disease and breathlessness is the only symptom, and if other non- 
cardiac causes can be eliminated, we may assume that it is of no serious 
significance. 

Palpitation on excitement or effort is easily explained as due to nervousness 
but it can be difficult to decide whether intermittent palpitation is paroxys- 
mal tachycardia or not; the abrupt onset and offset of ectopic rhythms are 
not always obvious to the patient. A useful differential point is that an 
attack of paroxysmal tachycardia is unpredictable in its occurrence: it comes 
out of the blue, though sometimes it is induced by certain movements, 
especially stooping, which is a useful diagnostic feature. An electrocardio- 
gram is conclusive but is rarely available except in the repetitive type 
described by Parkinson and Papp (1947), in which the paroxysms are the 
rule and normal rhythm the exception. 

Simple tachycardia may be puzzling; it needs a thorough investigation 
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with sedimentation rate, electrocardiogram and skiagram. If there is no 
objective evidence of heart disease it is presumably functional. If the 
patient has been digitalized there may be some difficulty. Digitalis is useless 
in simple tachycardia and is a heart poison: it often induces extrasystoles 
and may cause more serious disturbances of cardiac function. Frequent 
extrasystoles so induced may make the patient heart-conscious and start 
or aggravate a neurosis. 
CHEST PAIN 

The prime impersonator and impresario is chest pain. Angina has more 
imitators than any other kind of pain because there are more organs con- 
centrated in the thorax than any other region of the body and each one of 
them may produce similar pain. Angina is a referred pain and the segmental 
areas involved extend from C.2 to Th.8 or 9, which include the areas of 
reference of all the thoracic structures and organs. If we rely on its dis- 
tribution alone we shall often be deceived. Our concept of angina must 
include its distribution, quality and typical response to exertion and drugs. 
It is unfortunate that for a description of these we have to rely on the state- 
ments of patients who are often incapable of describing their feelings 
accurately. They find it relatively easy to describe the localization of pain 
but much more difficult to describe accurately its quality and response to 
effort and drugs and are obstinately prone to form their own conclusions 
about its significance; for them a pain in the chest that goes down the left 
arm bears the hallmark of angina. 

Non-cardiac pains may arise from any of the structures that form the 
chest wall or from the viscera within. It is characteristic of both deep somatic 
and visceral pain that it may be principally felt at a point remote from the 
tissue affected. Lewis (1942) defined deep somatic pain as that which 
arises beneath the deep fascia and from bone and joint. As a prototype of 
this kind of pain we might take that produced by injection of hypertonic 
saline into the left 8th cervical interspinous ligament: it is felt over the left 
breast and down the inside of the left arm. This disposes at once of the idea 
that this pain distribution is peculiar to angina. A familiar example of 
remote reference is the pain in the knee that results from hip joint disease; 
the same sort of thing occurs in disease of the shoulder joint. The pain 
may not be localized in the joint itself but be felt as a left pectoral and 
deltoid pain spreading up into the neck. Pain is apt to follow well-worn 
pathways; if a patient who has had arthritis in the shoulder joint subse- 
quently has myocardial ischemia the pain due to this may have a similar 
distribution to that of the previous arthritis and may be mistaken as indi- 
cating a recurrence of the arthritis. A careful history should reveal the truth 
but it may be too readily assumed that similar pain is due to a similar 
cause. A difficulty of the opposite kind sometimes arises. After an attack of 
coronary thrombosis with shoulder arm pain a most troublesome arthritis 
may develop in the shoulder and the pain from this may persist long after 
the heart is restored, and be mistaken for a continuance of the angina. 
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Edeikin and Wolferth (1936) reported several cases of a similar kind; they 
thought it occurred in about ten per cent. of their patients with coronary 
artery disease. ‘This may be an overestimate of its frequency but it is 
sufficiently common to be worth remembering when dealing with persistent 
pain after coronary thrombosis. 

Visceral pain presents more difficulty. It may require all the acumen of an 
experienced physician to differentiate gall-stone colic from coronary throm- 
bosis. The pain of gall-stone colic is usually centred high up under the 
xiphisternum and may extend upwards; it radiates through to the back and 
may have a segmental distribution similar to that of angina; it is constricting 
in character and may be as intense as the most severe anginal pain. Yet in 
spite of this similarity it has features which usually enable us to anticipate 
the verdict of the electrocardiogram. ‘The pulse rate is slow, there is little or 
no shock and the instinct of the patient is to walk about as though to throw 
it off. Much of the pain of gall-stone colic may be due to flatulence. When 
this has dispersed the pain will be eased and one way of dispersing it is to 
walk about. In gall-stone colic there may be copious vomits of bile; bilious 
vomiting is not a feature of coronary thrombosis. Cholecystitis may be 
associated with coronary disease and cause further confusion for, with an 
access of the gall-bladder trouble, there may be pain of anginal distribution 
without myocardial ischaemia. 

The dumping syndrome after gastrectomy can mimic coronary thrombosis. 
Either during a meal, or about thirty minutes later, there may appear quite 
abruptly a feeling of acute discomfort high up in the epigastrium with pal- 
pitation and sweating and a feeling of apprehension and faintness. An 
electrocardiogram may show TT inversion and depression of R-Ty,. The 
symptoms may last for an hour or more and then pass off leaving the patient 
weak and drowsy. Without the history of gastrectomy one can easily be mis- 
led but recovery is rapid and the blood pressure usually rises, which should 
make one suspicious that the attack was not due to coronary thrombosis. 
There is usually a history of previous attacks always related to meals. 

Hiatus hernia may produce pain within the segmental distribution of 
angina, but it has a characteristic relationship to meals and in most cases is 
precipitated by lying down or bending forward. It is easily revealed by a 
barium meal examination. 

Another interesting example of visceral pain which mimics angina has 
recently been described by Machella, Dworken and Biel (1952) under the 
title of the splenic flexure syndrome. It is due to distension of the splenic 
flexure with gas, probably the result of a spastic colon. They report 40 cases, 
75 per cent. of whom had precordial pain. In 25 per cent. it radiated to 
one or both shoulders, in 20 per cent. to the left side of the neck and in 20 
per cent. down one or both arms. Relief resulted from the expulsion of 
faeces or flatus. In all these cases a barium meal revealed the condition. 

An observation of Lewis may have some bearing on unusual examples of 
remote reference. ‘The subject had suffered some years previously from a 
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simple attack of neuritis, pain, numbness and tingling in the first three 
fingers of one hand. The condition healed and had not recurred but distinct 
pain and tingling in this hand was always felt at the moment of evacuating 
a full bladder. Pavlov would have explained this as a conditioned reflex. If 
for any reason the tension of a full bladder should coincide repeatedly with 
an access of neuritic pain, this pain would become a conditioned response to 
intravesical tension. ‘This would bring Lewis’s observation into line with 
the angina-like pain of gall-stone colic in a patient with coronary disease. 
Another possible example of the same process is the patient with prostate 
disease who has anginal pain relieved by prostatectomy. 

A difficult problem in differentiation is presented by pulmonary embolism. 
The pain, the shock and the electrocardiogram may all, at first sight, be 
indistinguishable from coronary thrombosis. An essential difference is the 
characteristic rise of pulmonary pressure with embolism. This is recognized 
by distension of the neck veins and a loud pulmonary second sound. But 
pulmonary embolism is a condition in which history is of more diagnostic 
value than physical signs. The cause of the embolism can usually be track- 
ed down. In expert hands the electrocardiogram is distinctive, giving the 
picture of right ventricular strain. 

Menopausal women quite often complain of left submammary pain. If it is 
confined to this region it may be easy enough to satisfy oneself and the 
patient that it is not anginal, but this pain may not be so limited. It may be 
higher, lower, more central or more lateral and it may radiate down the left 
arm. It is then a much more formidable problem. There are circumstances 
and features that can be revealed by a careful history which will usually 
distinguish it from angina. Its relationship to exertion is never clear-cut, 
and the pain is not proportional to the exertion. A common story is that it 
comes on after and not during exertion, and sometimes it is stabbing, may 
persist for days and may be more troublesome at night, which is unlike 
anginal pain. There is usually hypertension of variable degree with hot 
flushes and other symptoms of vasomotor instability. It is relieved by 
sedation rather than by trinitrin and it should respond in some degree to 
cestrin therapy. 

THE ASSESSMENT OF CARDIAC PAIN 
The yardstick by which we assess the significance of any heart pain should 
be based on what we believe to be the cause of anginal pain. Lewis showed 
that this is due to the accumulation of a pain factor metabolite in the tissue 
spaces of the myocardium as a result of a deficient coronary blood flow. Low 
oxygen tension in the coronary blood increases the production of this 
factor. This being so, the degree of pain should be proportional to the 
amount of pain factor, and this will vary directly with the work done by the 
heart and inversely with the rate of the coronary blood flow. But the degree 
of pain is always relative to the sensitiveness of the patient and this is a 
highly variable quantity. It is interesting to compare claudication with 
angina. Both depend on the pain factor. In claudication the psychological 
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factor is minimal and the pain is closely proportional to the exertion; the 
patient, for instance, may say that he can walk 100 yards but no more. 
In angina, however, it is not unusual to be told that, though the pain is 
seriously disabling when walking home from work, it is never troublesome 
while the patient is at his usual occupation though there may be little 
obvious difference in the effort involved. There are various explanations for 
this variability of degree: the state of the weather and the state of digestion 
are both imponderable but important factors in determining anginal pain, 
but the fact remains that the degree of pain is not measurable in the way that 
claudication pain is and its relation to exertion is often difficult to assess. 

After recovery from an attack of coronary thrombosis it is not unusual for 
an apprehensive patient to have pain on trivial movements that could 
scarcely add to the burden of the heart. We are apt to forget that the pain of 
angina is produced in the heart and not in the skeletal muscles. In trivial 
activities an increase in blood supply to the active muscles is provided by the 
operation of the Lovén reflex by which blood is diverted from non-active 
to active tissues without any extra call upon the general circulation. It is 
unlikely that such efforts as lifting a book from a bedside table could result 
in the accumulation of pain factor in the heart, yet sometimes this effort 
will produce pain. In anginal pain there is always a psychological factor and 
we must allow for this when applying our yardstick. However certain one 
may feel that a pain is not anginal, it is wise never to omit an 
electrocardiogram. 

CONCLUSION 

‘The term cardiomimesis was meant to be merely descriptive and to refer to 
a state rather than a process but, however we look at the classical cardiac 
symptoms, we find inevitably that they are each of them a process rather 
than a state because they are essentially dynamic, empowered by the fear of 
sudden death. This enforces the conclusion that in the treatment of both 
functional and organic heart disease the elimination of fear is of the highest 
importance. Bourne and Wittkower (1940) have shown that psychological 
treatment is beneficial even in those with organic heart disease. Psychiatry 
might play a bigger part than it does in the treatment of heart disease, but 
its powers of cure are limited. It offers a means of casting out fear but pro- 
vides no effective substitute. It is a pity that so many patients languish in 
fear without benefit of clergy, unaware that the padre can supplement the 
work of the psychiatrist by supplying a new dynamic and a new directive. 

I have pleasure in acknowledging my indebtedness to the Editors for suggesting 
the title word of this article 
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PORTRAIT OF A CRAFTSMAN 


A TRIBUTE 


By H. G. St M. REES, M.B., B.Cu. 
Mildenhall, Suffolk 


WHEN I first met him nearly thirty years ago, I had already been warned 
that he was a ‘character’. A short swart Welshman, he lacked the Semitic 
features so common in North Wales; but he had the deep guttural voice, 
especially noticeable when speaking his own language, a mop of iron-grey 
hair with an equally un- 
tidy moustache, and a 
pair of deep-set almost 
black eyes. Amongst 
other unusual charac- 
teristics it was his eyes 
you first noticed. ‘They 
never wandered when 
he spoke to you. They 
fixed and dominated 
you, piercing your mind 
as though drilling into 
your consciousness for 
the truth or whatever 
else he was seeking. 
‘They were, moreover, 
almost simian in their 
smallness, giving a 
strange impression of 
combined integrity and 
subtlety. With these 
eyes went his booming 
voice that appeared to 
proceed with some 
difficulty from the per- 





fectly rotund belly 
which served as a ‘The Craftsman’ 

counterpoise to his massive head—the whole creation standing not more 
than five foot three or four inches. 

He was nearly seventy years old and had let his fires die down, fires that 
had burnt brightly for forty years and had carried him through constant 
controversy and attack in all divisions of public and religious life and against 
adversaries of every possible kind. He would argue with everyone except 
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his own wife: his equal in will and tenacity, but his opposite physically. 
When I knew her, she was tall and gaunt, with no pretensions to the softer 
feminine graces save a more gentle and less direct approach to the problems 
they tackled together. 
HIS CONSULTING ROOM 

I went to him as an assistant in his extensive medical practice in North 
Wales. It was my first job in general practice and, as an introduction to 
the art as opposed to the science of medicine, it could not have been more 
valuable. By sheer force of personality he towered above and dominated his 
patients, his brother practitioners and the few consultants he used. He never 
drank or smoked, and though he tolerated such weakness in others one 
knew that equally he despised them for it. He was very untidy in his dress 
and habits. The bow tie he always wore would quite likely be slewed half- 
way round the huge wing collar he affected. His consulting room had books 
on the chairs, on the floor, on the desk, everywhere. In truth, his roll-top 
desk was so crammed and packed with books that he had read or was reading 
that he left himself only enough space for a very small piece of blotting 
paper, on the top of which lay a prescription pad and a pen. 

His professional armamentarium was of the simplest. A stethoscope and 
a folding surgical pocket knife were about all the instruments he possessed, 
apart from a reasonable selection in the midwifery bag. The knife was used 
not only for lancing abscesses and similar minor operations, when the Symes 
blade was opened, but, using the straight blade, for peeling his apples, of 
which he ate enormously, and also for measuring by the eye small amounts 
of drugs on the point. This habit nearly led to his undoing. From time to 
time he used to take a dose of calomel. He would go into the dispensary, 
pick up the bottle and insert the point of his knife. Mature judgment 
enabled him to gauge the right quantity and he would incontinently swallow 
it down with a glass of water. Unfortunately, the calomel stood next to a 
similar sized bottle of ‘Plv. Morph. Sulph.’ and this he took in error one 
evening. His wife and I spent that night in walking him up and down his 
room, slapping him with towels and pouring gallons of strong coffee into 
him until the soporific effects of the morphia were dissipated at daybreak 
or soon after. 

IMPROVING THE FLAVOUR 

I saw the few patients who wished to consult me in the ‘dispensary’. It was 
on the opposite side of the drive from his consulting room and had been 
the harness room when he used a horse and trap. Little had been done to 


alter its character. ‘(here were some shelves for bottles and drugs on two 
sides, a tall rough wooden bench and a high office stool, on which I perched 
and which brought me abreast of the bench top. No chairs were provided 
for the patients, who consulted me standing, but on the bench were two 
large earthenware vessels for the preparation of gentian and other bitter 
infusions. ‘These | filled with fresh gentian chips about once a week and 
topped up with water. Not infrequently, before surgery started in the 
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morning, my principal would come into the dispensary from his breakfast, 
carrying a large plateful of mixed apple and orange peel, sometimes even 
a banana skin. Lifting the cover of the infuser he would tip in the lot and, 
giving it a stir, say ‘Improves the flavour, my boy, improves the flavour’. 

His reading included all the usual medical journals which he went 
through in detail, so that he could always uphold his argument when 
modern methods were called in question. Any new ideas that his assistant 
saw fit to introduce he accepted with good-humoured disbelief and he made 
little attempt to adopt either those or any others he had culled from the 
literature. Although he held his own beliefs tenaciously he bore no ill-will 
to his opponents. He just despised them in a humane and friendly way as 
people more to be pitied than blamed. An ardent Baptist and at one time 
a popular preacher, he regarded my parentage as a vicar’s son and conse- 
quent adherence to the Church of England as, at any rate, something better 
than heathenism and would pull my leg when some unfortunate Anglican 
publicity appeared. 

PETER THE CHAUFFEUR 

The patients feared, trusted and worshipped him. His directness of mind 
did not allow him any bedside manner save that of the honest workman 
who had to find out what was wrong and, if possible, set it right. He never 
wrapped up any unpleasant truth although he could be gentle where grave 
issues were at stake and hard tidings had to be delivered. After his wife, 
he was gentlest with Peter, his old chauffeur. Peter had graduated from the 
horse and trap days and, though he had learnt to drive a motor car forwards, 
he could never manage the reverse gear; partly, I think, because he was so 
small and could not get his head round the side of the car. As a result, if 
he drove the doctor on his rounds, the visits had to be carefully planned 
without Peter being allowed to know why. I do not believe he ever dis- 
covered why the doctor wanted him on some mornings and not others. 
But they were almost of an age and Peter had driven his horses for him 
all over the wild North Welsh mountains and moors when the old doctor 
was a young one and making a name for himself. 


MIND AND MATTER 
At a time when the psyche was out of favour he was, per se, a great believer 
in the triumph of mind over matter (though he would never have called it 
that) with suitable assistance from the-bottles of medicine that he mixed 
with scant regard to incompatibility. Many is the time I have seen him 
come into the dispensary, fill a six-ounce bottle with ‘Inf.Gent.’ and, from 
the point of his knife blade, tip in a minute dose of ‘Plv.Morph.’. As he 
corked and shook the bottle, he would look at me over the top of his steel- 
rimmed spectacles (if they were not already sitting on his forehead) and 
say ‘Placebo, my boy, placebo’. Or, as he handed a bottle of ‘Mist.Rhei. Co.’ 
to the eager recipient, ‘Keep it on the flat, Mrs. Jones, keep it on the flat’ 
—advice I have always given in similar circumstances. ‘There were no anti- 
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biotics then and precious little else save experience of life and of medicine 
to get a general practitioner through his day. The old doctor had the same 
effect on the autonomic nervous system as many of the proprietaries of 
today. He shamed or frightened his patients into getting well. ‘The curable 
he cured by sheer force of personality and the others he saw to their long 
homes ‘in the sure and certain hope of resurrection’. 

He was a county councillor for many years and the active chairman of 
many of the committees, a member of any medical or lay body that could 
serve the public good and a fiery and vigorous Liberal politician. Inci- 
dentally, Lloyd George was anathema to him after the Asquith incident. 
He could and would preach at any time that he was asked and he used 
both the English and Welsh tongues with equal facility and effect on his 
hearers. 

HIS BOOK-KEEPING 
He kept neither day-book nor regular accounts. This was another habit that 
got him into trouble for he was assessed by the Inland Revenue at a fantastic 
figure and he had no books to prove them wrong. It cost him a lot of money. 
He sent no bill in until and unless the patient died. Then there took place 
a mental calculation of the work done, sometimes over many years, and the 
resources of the deceased. The result, on occasions, caused some alarm and 
surprise among his wealthy clients but never did the poor have reason to 
complain. Much of the milk and other food that appeared on his weekly 
bills was not consumed in his own house and many were the meagre meals 
that were supplemented by his secret generosity. 

He would not tolerate sham or humbug in any form and would with 
some degree of malicious pleasure expose any example he found. He was, 
in consequence, not the easiest man to meet socially, professionally or indeed 
in any capacity. But his reputation for plain speaking went before him and 
few tried to hoodwink him; certainly not the second time. Rank, wealth 
or eminence made no impression on him. They were placed on the debit 
side of his mental ledger and the owners had to more than measure up to 
the standard he adopted. To me he was always kind and considerate and 
I knew that in any honest error due to my inexperience | could rely on his 
support. 

EPILOGUE 
I last saw him two years after I left his practice. He was lying in bed with 
dropsy from the waist down. A famous local clinic had done all it could for 
him and he had returned home to die. I asked him how he was. He said, 
tapping his head, ‘I am all right but’, flinging off the bedclothes and show- 
ing me his swollen limbs and abdomen, ‘what can I do with these?’. 

I was fortunate to learn from him early in my career that a knowledge 
of humanity is of more value to a general practitioner than the medicine 
learnt at hospital and that all human activities are really satisfactory only 
when conducted with integrity of purpose. 





CURRENT THERAPEUTICS 
XCIX.—THE NON-BARBITURATE SEDATIVES 


By W. GORDON SEARS, M.D., M.R.C.P. 
Physician Superintendent, Mile End Hospital 


“When you’re lying awake with a dismal headache and repose is taboo’d by 

anxiety. . . .’ (lolanthe.) 

AMONG the thousand natural shocks that flesh is heir to, acute anxiety states, 
emotional tension and insomnia are very common and the sufferers often 
seek relief from the physician who fortunately has many remedies at his 
disposal. Whilst in many instances recourse to drugs is essential, there is 
no doubt that they have been and still are abused. This is especially true 
in those instances in which no attempt is made to ascertain the cause of 
the condition and some drug is supplied which may be taken indis- 
criminately for many months. Assuming, however, that a drug is necessary 
in a particular case, so many preparations are now available that the prac- 
titioner is faced with the difficult problem as to which he should select. 

There is no doubt that the drugs most commonly used to diminish the 
functional activity of the nervous system are the barbiturates. It is also 
true to state that, administered with discretion, they are effective, convenient 
and economical. At the same time these very attributes have contributed to 
their undoubted abfise both by the public and the medical profession. 

‘Shall I take a Soneryl and go to bed 
Or a Dexedrine and go to the party?’ (New Yorker.) 

In spite of the tendency to over-value the newer drugs and to under- 
value the older ones it is well to remember that there are other sedative 
agents which are useful alternatives to the barbiturates and which may be 
of equal or superior value, especially if carefully selected. 


PRE-BARBITURATE SEDATIVES 

The discovery of the barbiturates constituted a definite era in the history 
of hypnotic drugs. Numerous drugs of the pre-barbiturate period are still 
in use and within the last few years a number of new non-barbiturate 
sedatives has been introduced. Many of these drugs are very useful and 
can be employed with great advantage in selected cases. 

It is not suggested that the following remedy, mentioned by Dr. George 
G. Sigmund in his materia medica lectures delivered at the Windmill 
Street School of Medicine and reported in the Lancet (1837), will be used, 


although it might have an interesting psychological effect in some cases: 

‘A pillow stuffed with the strobiles of the hop, and gently warmed, until the 
aroma is fully developed, has been from an early period a great favourite as a 
domestic remedy against sleeplessness, but it does not produce much effect unless 
a little camphor be added to it, when the odour seems much increased as well as 
the powers of the plant’. 
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Strobile is defined as a multiple fruit in the form of a cone or head, as 
that of the pine or hop. Lupulinum, obtained from hops, is described in 
‘Martindale’ as an aromatic bitter reputed to have a mild sedative action. 

The most important of the older sedatives, excluding opium and its 
derivatives, are: hyoscine hydrobromide, paraldehyde, chloral hydrate, 
and bromides. 

Hyoscine hydrobromide (scopolamine hydrobromide).—This alkaloid in 
doses of 1 200 to 1/50 grain (0.3 to 1.2 mg.) allays excitement and tends to 
produce sleep. Its major action is on the motor cortex and it is therefore 
particularly useful in the treatment of conditions characterized by motor 
agitation, such as acute mania, delirium and delirium tremens. In such 
states it may be desirable to combine it with morphine, or to alternate its 
use with other drugs. It is unwise to exceed a maximum dose of 1/30 grain 
(2 mg.). 

Some individuals find hyoscine, taken orally, as effective a remedy in the 
prevention and treatment of travel sickness as other new preparations. 

Paraldehyde.—-This is still one of the most useful sedatives for restless, 
noisy or delirious patients. Its action is rapid and in appropriate doses it is 
one of the safest sedative drugs, having no depressant action on the circu- 
lation or respiration in therapeutic doses. There are few patients who can 
be induced to take paraldehyde by mouth (dose, 30 to 120 minims [2 to 
8 ml.]) but it can be given by intramuscular injection: paraldehyde injec- 
tion, N.F., 75 to 150 minims (5 to 10 ml.). It is of particular value in 
delirium tremens when as much as 15 to 20 ml. may be required. It is 
likewise useful in some cases of statuS epilepticus. 

Paraldehyde is rapidly oxidized in the body so that its duration of action 
is short. The dose may therefore have to be repeated, or some other drug 
administered before its effect has entirely worn off. 

Chloral hydrate.—This was the first synthetic hypnotic to be used 
(1869) and has ‘similar properties to those of the barbiturates. Although 
chloral hydrate can cause some lowering of the blood pressure, there is 
little evidence that this is greater than that produced by other sedative 
drugs or that it has any particular dangers when administered to patients 
with cardiac disease. It is, in fact, still one of the safest drugs of its kind. 
In some patients it may be irritating to the stomach and cause vomiting 
so that it should be given well diluted. 

Chloral is of use as a sedative in anxiety states with marked emotional 
agitation, especially when it is desirable to keep such patients quietly at 
rest in bed during the more severe phases. It is also a good hypnotic in 


cases of insomnia particularly when this is associated with acute painless 
conditions such as pneumonia, influenza and other infections and toxic 
states. In adults the usual dose is up to 30 grains (2 g.). Infants and children 
tolerate the drug well and doses of 1 grain (60 mg.) may be given at intervals 
of four to six hours to infants a few weeks old. ‘This may be of value in 
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some cases of feeding difficulty when the mother is highly strung and the 
infant greedy at the breast. 

Preparations of chloral hydrate include chloral mixture, N.F., containing 
20 grains in } fluid ounce (1.3 g. in 15 ml.) to be taken in water; and syrup 
of chloral, B.P.C., the dose of which is 30 to 120 minims (2 to 8 ml.). When 
prescribing this latter preparation for children it is especially important to 
remember that 60 minims (4 ml.) contain 12 grains (0.8 g.) of chloral 
hydrate. 

The bromides.—F or many years bromides were used as depressants of the 
nervous system, both for sedation and in the treatment of epilepsy. They 
have, however, many disadvantages and are now rarely employed. Because 
they are slowly excreted they have a long duration of action and also pro- 
duce a cumulative effect. In small doses they tend to cause lack of concen- 
tration and make the subject feel dull and apathetic. For short periods they 
may still have some use in certain cases but their prolonged administration 
will lead to toxic cumulative effects, including severe mental depression, 
confusion and skin eruptions. They are credited with a definite anaphro- 
disiac action. 

If used, the blood bromide should not be allowed to rise above 100 mg. 
per 100 ml. On the other hand, until this level is reached, the sedative 
action is slight so that several days’ administration may be necessary before 
the desired effect is attained. 

Sulphonal.—-This is a slowly absorbed long-acting hypnotic which has 
the further disadvantage that it is a cumulative drug and therefore likely 
to produce toxic effects if taken regularly. In view of the uncertainty of its 
absorption and marked tendency to produce ‘hangover’ it has little or no 
place in modern therapeutics. The usual dose is 5 to 20 grains (0.3 to 1.3 g.). 


THE UREIDES 
Although urea itself has no hypnotic properties, there is a group of deriva- 
tives which have valuable sedative qualities. These are simple or mono- 
ureides, as compared with the barbiturates which are di-ureides. In action 
they are generally comparable with chloral hydrate. The most important 
are: 

Bromvaletone, B.P.C., 5 to 10 grains (0.3 to 0.6 g.). 

Carbromal, B.P.C. (‘adalin’), 5 to 15 grains (0.3 to 1 g.). 

‘Sedormid’ (allylisopropylacetylurea), 0.25 to 0.5 g. 

‘Sedormid’ is a sedative and hypnotic with a milder action than the bar- 
biturates. It may be taken during the day to allay nervous tension, or as 
a hypnotic at night twenty minutes before retiring. It has the disadvantage 
that prolonged administration may give rise to thrombocytopenia which has 
proved fatal in some cases. Even after recovery from this condition there 
would appear to be a residual sensitivity which will lead to further purpura, 
even if only small doses of the drug are again taken. 

Bromvaletone and carbromal may be prescribed separately but they are 
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also combined in various proprietary preparations: e.g. ‘persomnia’ tablets, 
which contain 65 mg. of bromvaletone and 195 mg. of carbromal. This 
preparation may be considered as a useful alternative to barbiturates. One 
tablet two or three times a day acts as a general sedative; two or three 
tablets at night as a mild hypnotic. It is also suitable for children, and } to 
4 tablet may be given to an infant of one year. 

Two newer proprietary preparations have combined bromvaletone and 
carbromal and also include other therapeutic substances which aid sedation 
and muscular relaxation: ‘sedaltine’, and ‘noctynol’. 

‘Sedaltine’ has the following formula:- 


Carbromal . . 195 mg. 
Bromvaletone ;, 65 mg. 
Aluminium hydroxide 100 mg 
Rauwolfia 0.25 mg 
Mephenesin 100 mg 


This is claimed to be a safe sedative, having a wide margin of safety in 
dosage, rapid elimination, no depressive action on the medullary centres 
and no detrimental action on the liver or kidneys. As a sedative the dose 
must be adjusted to the requirements of the individual patient and varies 
between } to 1 tablet twice daily. The hypnotic dosage is 1 to 2 tablets 
fifteen minutes before retiring. Among the conditions for which its use has 
been suggested are anxiety and tension, preoperative nervousness, psychi- 
atric conditions and insomnia. 

‘Noctynol’.—Each tablet contains: 


Carbromal . . 200 mg 
Bromvaletone 7O mg. 
Mephenesin 200 mg. 

30 mg. 


Ascorbic acid nwa bea 

It has a similar daytime sedative action when taken in doses of one tablet 

three times daily and a hypnotic effect if two or three tablets are taken thirty 

minutes before retiring, preferably with a hot beverage. In small doses it 

provides sedation and relaxation without dulling the mind and is free from 

‘hangover’ effects. Both these preparations may be given to children in 
suitable amounts. 


SOME NEW NON-BARBITURATE SEDATIVES 

A number of new drugs has recently been made available which are recom- 
mended by their makers as sedatives and hypnotics. It is fair to state that 
the claims are reasonable and based on careful experimental and published 
work. So far no special contraindications or dangers have been encountered. 
It is not yet possible to compare and contrast their respective merits and 
advantages but there is reason to suppose that they will all find a sphere 
of usefulness and that practitioners and patients will decide their individual 
preferences. 

Glutethimide («-phenyl|-«-ethyl glutarimide. ‘Doriden’) is described as a 
general-purpose, rapid-acting hypnotic inducing sleep in twenty to thirty 
minutes. It has a medium duration of action, averaging six hours, and is 
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without ‘hangover’. Although rare cases of nausea and skin rashes have 
been reported it is free from cumulative effects. The initial dose is two 
tablets, each of 0.25 g., which may later be reduced to one tablet, a quarter 
to half an hour before retiring. 

‘Noludar’ (3,3-diethyl-2,4-dioxo-5-methyl-piperidine) is stated to be a 
sedative and hypnotic with moderately rapid onset and moderate duration 
of action, sleep usually being induced within half to one hour and lasting 
about six hours. As a day sedative it has the advantage of not causing 
drowsiness or tiredness. The sedative dose is } to } tablet repeated as 
required; one or two tablets fifteen minutes before going to bed are used 
as a hypnotic. Each tablet contains 200 mg. 

‘Valmid’ (2-ethinyl-cyclohexyl carbamate) has a rapid and short-acting 
depressant effect on the central nervous system. It exerts its action within 
fifteen to twenty-five minutes and its effects disappear completely in about 
four hours. It can therefore be taken in the early hours of the morning, 
should the patient then awake, without causing ‘hangover’. The hypnotic 
dose is one or two tablets (0.5 to 1 g.). 

Dipipanone (‘pipadone’) is an analgesic drug usually given in intra- 
muscular injection which also has sedative and hypnotic properties. ‘The 
average dose is 25 mg. It may be regarded as an alternative to morphine 
or pethidine rather than a routine sedative. 

Methylpentynol (‘Oblivon’. ‘Atempol’).—This higher alcohol recently in- 
troduced into therapeutics is a most important sedative and produces marked 
mental relaxation and diminution of fear and anxiety. As a hypnotic its 
action is variable but, by diminishing nervous tension, it may be of value 
in allowing some patients to relax into natural sleep. A full account of the 
chemistry and action of this drug has recently been given by Brookfield 
in The Practitioner (1955). 


OTHER DRUGS HAVING SEDATIVE SIDE-ACTIONS 
There is a number of drugs used for other purposes which also have valu- 
able sedative properties. These include some of the antihistaminics, chlor- 
promazine, mephenesin and the hypotensive Rauwolfia derivatives. 
Antthistamine drugs.—Whilst the antihistamine drugs are generally ad- 

ministered for the relief of some allergic state, some of them have a marked 
sedative action which may also be beneficial in the treatment of the specific 
condition for which they are being administered. This is particularly true 
in the case of many skin diseases where the sedative action helps to control 
irritation. Among the antihistamine drugs which have sedative properties 
are: 

Diphenhydramine (‘benadryl’): dose, 50 mg. 

Mepyramine maleate (‘anthisan’): dose, 100 mg 


Chlorcyclizine (‘histantin’): dose, 50 to 100 mg. 
Promethazine (‘phenergan’): dose, 25 to 75 mg 


Chlorpromazine (‘largactil’).—This drug, which is chemically allied to the 
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antihistamine drug, promethazine, has a number of different pharmaco- 
logical actions and therapeutic uses. Amongst its actions is that of being a 
central nervous system depressant and it also potentiates the action of other 
hypnotics, anasthetics and analgesics. Its main peripheral effect is an anti- 
adrenaline one. Chlorpromazine has been used extensively in psychiatry on 
account of its action in calming psychotic and psychomotor activity without 
producing undue general depression or clouding of consciousness. It there- 
fore has a place in the treatment of certain psychoneurotic cases, anxiety 
states and hysteria. Agitated, elderly patients may benefit considerably 
although there may be some exacerbation of symptoms during the first 
few days. 

Individual response is variable and the dosage must be determined for 
each patient, beginning with 75 mg. daily (25 mg. thrice daily) and increas- 
ing by 25 mg. daily up to a maximum of 200 to 300 mg. daily if necessary. 
Several weeks of treatment may be necessary before the best results are 
obtained. If, however, there has been no significant improvement in two 
to four weeks further administration is unlikely to be beneficial. 

It must be remembered, however, that chlorpromazine is not entirely 
free from toxic effects and that some patients (2 per cent.) may develop 
jaundice. Rare cases of agranulocytosis have been reported. Skin sensitiza- 
tion may also occur especially among those handling the drug, so that 
precautions similar to those observed in the use of streptomycin should be 
observed. 

Mephenesin._-This muscle relaxant, although not a true sedative, may 
be combined with advantage with other drugs for the relief of stress and 
tension. Examples have already been mentioned: ‘sedaltine’, ‘noctynol’. 

Rauwolfia and its alkaloid reserpine.—-In addition to its hypotensive 
properties, reserpine by its selective inhibition of sympathetic preponder- 
ance at the hypothalamic level relaxes mental tension and relieves anxiety. 
Not only therefore is this drug useful in calming the mental tension so often 
associated with hypertension but it may also be of value in other anxiety 
states including those associated with menopausal conditions, premenstrual 
tension and overactivity of the thyroid, provided there is no severe depres- 
sion. In such conditions it usually has little effect on the normal blood 
pressure. 

The dose should be adjusted to the requirements of the individual at 
approximately 0.25 mg. four times daily. Higher doses may be associated 
with some side-effects, such as drowsiness, nasal congestion, tremor and 
diarrhoea. Its use as a sedative must, however, still be regarded as experi- 
mental. 

Benactyzine (‘suavitil’).— This is a new anticholinergic substance which, 
by a selective blocking of nerve pathways in the hypothalamus, protects 
the higher centres from irritant stimuli by raising the threshold, so that a 
patient in a state of tension arising from excessive strain no longer reacts 
to stimuli which previously would have provoked marked irritation. It has 
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no hypnotic activity but the range of its usefulness has not yet been fully 
determined. The dose is 1 to 3 mg. and, being rapidly eliminated, is given 
three or four times daily. 

It must be emphasized, however, that in comparison with many other 
drugs the use of chlorpromazine, reserpine and benactyzine is still in an 
experimental stage. That valuable results are often obtained is undoubted 
but clear clinical indications for their administration have not been defined. 
Nor can it be denied that toxic effects and undesirable side-actions are 
liable to occur. 

CONCLUSIONS 

The strain and stress of modern life have undoubtedly contributed to the 
enormous increase in the consumption of sedative and hypnotic drugs. It 
has been stated that approximately 300 tons of barbiturates are manufac- 
tured annually in America alone. Dunlop and others (1953) pointed out that 
10 per cent. of prescriptions which were analysed in Scotland were for 
sedatives. It is clear that many drugs are prescribed and used indiscrimin- 
ately without the exercise of patience, self-control and will-power. Likewise 
they are often given before the causes of the trouble are examined and 
more simple measures have been tried. On the other hand, sedative drugs 
can be of enormous value and are absolutely essential in the treatment of 
many conditions. 

In general use there is no doubt that the wide range of barbiturates which 
offers drugs with short, medium and long-acting properties and a selection 
of those which can be given orally, by intramuscular injection and, if neces- 
sary, intravenously, is the most useful. There are, however, circumstances 
which render their indiscriminate use undesirable. These include idio- 
syncrasy, toxic rashes and addiction. Long-continued consumption of bar- 
biturates may induce insomnia, depression and anxiety symptoms, and 
serious withdrawal symptoms may occur if the drug is discontinued 
abruptly. These facts emphasize the importance of knowing about and 
trying other remedies. At the same time, it should also be pointed out that 
in most instances the cost of the proprietary preparations mentioned is 
considerably greater than that of the simple barbiturates and older drugs. 

Valuable articles have appeared in The Practitioner which are germane to 
this subject: in particular “The use and abuse of sedatives with special 
reference to the barbiturates’ (Morgan, 1953), ‘Disorders of sleep’ (Williams, 
1950) and ‘Pharmacotherapy in psychiatry’ by Strém-Olsen (1951). 

Finally, it may not be remiss to remind the younger generation of the 
aphorism that the best night-caps are ‘milk for the young, alcohol for the 
elderly’. 
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MY MOST INTERESTING CASE 
XIV.—THE STAMMERING SOLDIER 


By HENRY YELLOWLEES, 0O.B.E., M.D., F.R.C.P., D.P.M. 
Consulting Physician, St. Thomas's Hospital 


THE patients whom a psychiatrist encounters present symptoms as interest- 
ing and varied as are human personalities, and it is therefore not an easy 
task to select ‘the most interesting’. | have chosen the case of a patient, 
whom I shall call Williams, because, in addition to its intrinsic psychiatric 
interest, it illustrates an all-too-common view of psychiatry and carries 
lessons not only for psychiatrists but also for the whole medical profession 
and the general public. 


A GOOD HYPNOTIC SUBJECT 
Williams was a law student at Cambridge, who had interrupted his studies 
by volunteering for military service in the 1914-18 War. I met him at a 
base hospital in France in 1916. He was a fresh-faced, idealistic, intensely 
patriotic youth of about 20, greatly devoted to duty and discipline, who 
unfortunately suffered from a very severe stammer. He was one of the 
hospital personnel and, for some obscure reason or by a malevolent fate, 
had been allotted the useful but unpleasant and unpopular task of serving 
as one of the cookhouse staff. 

At that time I was working on the treatment of war neuroses by hypnotic 
suggestion and one day Williams approached me, pointed out that a bad 
stammer was a serious handicap to a barrister, and asked if I could do any- 
thing to help him. He turned out to be an extremely good hypnotic subject, 
passing into profound hypnotic sleep without the least difficulty at the first 
sitting, and illustrating all the characteristics of the state, including the 
carrying out of complicated post-hypnotic suggestions. To my great dis- 
appointment, however, his stammer showed only slight improvement after 
several weeks’ treatment, and whenever he was called upon to speak to an 
officer, or in any formal circumstances, it became nearly as bad as ever. 
I was about to investigate the matter on analytical lines when orders came 
for him to be transferred elsewhere. 


THE DISCOMFITED ‘BRASS HAT’ 

At that date the number of men being returned to England as useless for 
further service with the generic diagnosis of ‘shell shock’ was rising to an 
alarming figure. Many highly placed officials at the War Office made no 
secret of their belief that the whole thing was humbug from beginning to 
end, and finally a senior officer was specially sent out from the Adjutant- 
General’s department to investigate the genuineness of shell shock and its 
complications. 
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It must be remembered that at this time there was no psychiatrist 
officially on the establishment of any military hospital in France or even in 
England. For a long time ‘D’ Block at Netley and the ‘4th London General’ 
at Denmark Hill provided all the psychiatric diagnosis and treatment 
deemed necessary. My own appointment as mental specialist to the largest 
hospital area in France (Etaples: 35,000 beds at its peak) was quite unrecog- 
nized outside the area, and I held it for about two and a half years without 
specialist rank or, I need hardly add, specialist pay. 

One morning I was ordered by my Commanding Officer to stand by at 
my special ‘mental’ ward to meet him, the D.D.M.S. of the area and ‘the 
special investigating officer from England’. On the arrival of the party, the 
visitor, who had no medical knowledge whatever, subjected me to a species 
of cross-examination, adopting a languid and patronizing tone which 
annoyed me greatly. He was particularly interested in what he referred to 
as ‘this so-called loss of voice’ (which I persisted in calling hysterical 
aphonia). He asked me if such a thing ever really existed and when I said 
‘yes’, he asked to see a case. I replied that most unfortunately I had none in 
my wards as we had not had a convoy from the front for some days. At 
this he said with a singularly irritating smile: ‘] hardly thought you would 
have any for me’. At that moment I suddenly remembered that Williams’s 
transfer had not yet come through. I saw the downcast faces of my C.O. 
and the D.D.M.S., and I think Satan entered into me. Looking respectfully 
at the officer I said that I thought I could produce a loss of voice for him 
artificially if he would care to see it. He said that would be very interesting 
and I asked my sergeant to send to the cookhouse for Williams. He duly 
arrived and was stutteringly and respectfully agreeable when I asked him 
if he would allow me to demonstrate to these officers the treatment I had 
been giving him. We repaired to an empty ward, Williams lay down on a 
bed, and as long as I can remember anything I shall remember the vision 
of the three ‘brass hats’ peering over the top of the big red screens with 
which I had surrounded it. 

I hypnotized Williams and suggested to him that he would wake up when 
I told him to, with no recollection of what I had said, and with complete 
inability to speak until I snapped my fingers. When I roused him he opened 
his eyes, got off the bed, came outside the screens and stood smartly to 
attention. At the interview which followed, the officer bullied, persuaded, 
cajoled and finally actually bribed the unfortunate Williams to speak. 
Williams stood rigidly to attention, sweating profusely, casting et tu, Brute 
glances at me, pointing reproachfully with his finger, but completely mute. 
I added my voice to the commands, and his complete silence in the face of 
four officers all shouting at him at once was very striking. ‘The inspecting 
officer took him aside, produced a wallet and offered a note, a proceeding 
which turned Williams nearly frantic with humiliation and rage. When all 
efforts to make him speak had failed, I snapped my fingers and the patient 
let loose a stuttering torrent of incoherencies in which he attempted to 
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explain that | was the villain of the piece. He himself, he indicated, would 
never have been guilty of such a breach of discipline. The visiting officer 
left—certainly a wiser, if not a sadder, man—and my Colonel and the 
D.D.M.S. made gratifying comments on his discomfiture. It is worth not- 
ing that never after that day was any of my reports on a nervous or mental 
case questioned, and | was told a long time afterwards that the incident 
marked the beginning of the raising of psychiatry to the position in the 
Army which it now occupies. 

Williams left the unit a week or so later, having forgiven me for what | 
had done, and about 36 years elapsed before I saw or heard of him again. 


HOW THE STAMMER WAS CURED 

The next I heard from him was in 1952 when I received a letter from him, 
reintroducing himself and asking in a matter-of-fact way whether he might 
call on me for my assistance about some minor difficulty which had arisen 
between his landlord and himself. I asked him to call as soon as he could, 
and in due course found myself confronted with a tall, very broad, remark- 
ably bronzed and fit-looking man in his late fifties. His appearance was 
confident and authoritative, his manner most courteous and respectful, and 
there was no trace whatever of-a stammer. ‘The difficulty which was the 
ostensible reason for his visiting me was dealt with in a few moments— it 
was so trifling that I doubt if it was more than a pretext—-and we then 
settled down to a recounting of experiences and an exchange of ‘do you 
remembers?’ 

For reasons of family finance Williams had had to abandon his university 
career and had remained in the army, where, as a sergeant-major in the 
R.A.M.C., he had seen many years’ service all over the world. 

My first medical inquiry was, naturally, about the disappearance of his 
stammer, and I was properly humiliated to learn that, though my efforts of 
long ago had been fruitless, he had been completely cured a few years later 
by someone w ho, disclaiming all knowledge of medicine or psychology, -had 
sent him into a field in the open country early every morning, telling him 
to talk and sing and shout at the top of his voice to the birds and cows! 

I then asked him if he remembered our hypnotic sessions, and said that 
I should like to see how he responded now. He was entirely willing, and in 
less time than it takes me to write these words he passed into a profound 


hypnotic sleep. 


rHE SCEPTICAL BARRISTER 
More than the usual amount of nonsense was being talked about hypnosis 
at that time, and a well-known learned medical society had been foolish 
enough to invite a stage hypnotist to give a demonstration at one of its 
meetings. I therefore asked the sergeant-major if he would care to accom- 
pany me to one or two medical societies which I had been invited to address 
in the course of the next month or two. This he willingly did and I was 
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enabled to give some demonstrations which I know were interesting and | 
hope were instructive. The high-water mark was, perhaps, an incident at 
one of the meetings when an eminent barrister guest suggested that my 
demonstration of hysterical anesthesia with a pin and the end of a lighted 
cigarette was fraudulent. He was careful not to make the suggestion until 
the close of the meeting, but fortunately Williams had not departed, and 
he cheerfully allowed himself to be re-hypnotized. The barrister himself 
then got to work, inflicting burns, the traces of which I imagine may be 
perceptible to this day, but without evoking the slightest response from the 
placidly sleeping subject. 


THE MORAL 

The chief lesson for psychiatrists which this case teaches is that removal of 
symptoms by hypnotic suggestion may sometimes prove impossible even 
when the patient, as in this case, is a first-rate hypnotic subject. ‘The case 
also teaches the salutary lesson that functional nervous disturbances may, 
and often do, respond in dramatic and inexplicable fashion to methods 
which are simple, unorthodox and, worst of all, ‘unscientific’. It is also well 
worth noting that, whatever the successful method was, it certainly was 
not analytical, yet the symptom was removed by it at least 35 years ago, 
and has shown no sign of returning since. 

For the lay public in general, and eminent barristers and senior military 
officers in particular, the ‘lesson is simply, and once again, that there are 
more things in heaven and earth than are dreamt of in our philosophy. 


REVISION CORNER 
STYES 


THE ordinary stye consists of an acute inflammatory lesion which involves 
the follicle of an eyelash, with its associated gland of Zeis, and which pro- 
ceeds to suppuration. The name hordeolum may be qualified by the adjec- 
tives, internum or externum, thus indicating an infection of either the lash 
follicle or the meibomian gland respectively. Most patients will describe 
either condition as a ‘stye’, and in the International Statistical Classification, 
No. 372 would seem even more vague in what is to be meant by the descrip- 
tion ‘hordeolum (stye)’—internum and externum not being specified. 

In this short article, the terms stye and hordeolum are used to denote an 
acute infection of either of the two kinds of modified sebaceous gland at 
the eyelid edge: external referring to the gland of Zeis opening into the lash 
follicle, internal to the meibomian gland in the tarsal plate. 


CLINICAL FEATURES 
There is considerable inflammatory reaction to the infection with a varying 
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degree of edema of the eyelid, and of pain. The diagnosis may not be 
obvious to begin with, but palpation will demonstrate a point of tenderness 
among the roots of the lashes in the case of the external stye. In meibomian 
infection, this point will not usually be at the actual lid edge, and there 
may still be some difficulty in differentiating a severe meibomian inflamma- 
tion of the upper eyelid from acute dacryoadenitis and, more rarely in the 
case of the lower lid, from acute dacryocystitis. In general the infection of 
the meibomian gland can be expected to cause more upset than the external 
variety, because of the denser fibrous tissue surrounding the meibomian 
gland. In either case, however, quite considerable variation may occur 
according to the virulence of the infection. 

‘The pain subsides quickly once pus has been discharged. When it forms, 
it will be seen to surround the eyelash, if the stye is external, but from the 
internal stye it usually points and discharges through the palpebral conjunc- 
tiva, although it does sometimes come through the skin, or more rarely 
appear at the lid edge. 


TREATMENT OF INDIVIDUAL STYES 
As regards the treatment of the individual attack, this can be as for localized 
suppuration elsewhere, such as boils—application of heat, use of antibiotics 
(if the infection appears severe enough to justify them), and possibly evacua- 
tion of pus when the latter has formed. To achieve the latter, the lash can 
be removed from the infected follicle for the external stye, or a vertical 
incision made through the tarsal conjunctiva for the internal stye. 


RECURRENT STYES 

One of the troubles about styes, however, is that they may recur, and it then 
becomes necessary to consider what other treatment is called for. In the 
first place an examination should be made to ensure that the condition in 
the eyelids really is purely one of styes. A number of cases will be found 
in which the essential condition is more that of ulcerative blepharitis. 
Although the latter is the usual name given to one of the two large divisions 
of blepharitis, the alternative adjective, ‘follicular’, would be more helpful 
than ulcerative, particularly in helping to a realization of what may be 
happening in such cases as we are at present dealing with. This condition, 
like that of the external stye, is also essentially a suppurative inflammation 
of the ciliary follicles. 

We accept the term ‘blepharitis’ for those cases in which we are not 
dealing with such an acute inflammation, or one so deep in the follicle. In 
the case of blepharitis, one may see a number of tiny pustular projections 
at the lid margin associated with the lashes. One or more follicles, however, 
may be more acutely affected, justifying the patient’s complaint of styes. 
In such cases, when the immediate acute inflammation has settled, the 
patient’s eyelid will often be found still red and thickened at the edge, with 
perhaps fine pustulation at the roots of the lashes. This may only involve 
one particular patch among the lashes. 
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It has already been noted that these can be regarded as acute infections 
of specialized sebaceous glands, so that an obvious condition to look for is 
seborrheea. This is most likely to produce trouble through a blepharitis. 
A more definite association with the styes may be found in the condition 
of acne rosacea, though one sees more of chronic meibomian inflammation 
here, with production of granuloma (‘chalazion’ or ‘tarsal cyst’). Such a 
lesion, however, may flare up acutely to give a variety of internal stye. In 
this condition it will probably be easily seen that the eyelids are affected 
along with the nearby skin of the face, and treatment of the latter will be 
essential along with that for the eyelids. Fortunately, the much more serious 
affection of acne rosacea keratitis is less common than these eyelid lesions. 

In acne vulgaris, blackhead formation does not usually affect the eyelids 
themselves, but there may be a condition of acne ciliaris in which recurring 
styes develop—pustules similar to those in the face and elsewhere. 


rREATMENT OF RECURRENT STYES 
To return to treatment, two matters must be kept in mind: (i) the infecting 
organism; (ii) the state of affairs that allows it to cause the trouble. Local 
examination may indicate the latter. Seborrheeic conditions should receive 
attention in cases of recurring styes, but in general in the treatment of 
blepharitis, one must beware of causing irritation to the eyelids, and 
thereby making the condition worse. For this reason a good deal of caution 
must be observed in the choice of drugs applied to the eyelids. Mercurials, 
particularly mercuric oxide, have long been used in ophthalmology as 
ointments for application to skin and eyelids, but a certain number of 
people react badly to them. It will often be found that dyes cause less 
trouble. Once the crusting at the lid edges associated with blepharitis has 
been gently removed, an application of paint of brilliant green and crystal 
violet, B.P.C., can be made to the region of the roots of the lashes, care 
being taken not to allow any of the paint to mix with the tears, as the 
alcohol it contains may cause an immediate irritation. ‘This particular appli- 
cation is aimed rather at drying the skin among the lashes, so preventing 
formation and dispersion of discharge, and increased watering by the eye 
would obviously do more harm than good. For use at home, the patient 
can be given an eye ointment containing 0.5 per cent. gentian violet and 
0.5 per cent. brilliant green, but even with this, irritation may be caused. 

Acne rosacea will require the use of acid by mouth, but we can never 
be sure of completely eradicating the condition, as the basic disturbance, 
presumably of an endocrine nature, is not known. The same applies to 
acne vulgaris. 

The infecting organism is practically always staphylococcal, and the rner- 
curials have long had a reputation against these but, as already mentioned, 
one must beware of their causing irritation. One often finds that the patient 
has been using ‘golden eye ointment’ (eye ointment of mercuric oxide 
B.P.) for the individual attacks, but the emphasis should be on prevention, 
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or palliation, of the next attack, and in many cases improvement occurs by 
altering the time to between the attacks. If a trial of this does not help, a 
further possibility of treatment would be the culturing of organisms from 
the pus produced by a stye, with a view to vaccine treatment or, alternatively, 
a standard staphylococcal vaccine may be tried. Auto-hemotherapy is 
esteemed among dermatologists for furunculosis, and can also be tried 
for styes. 

Judging by recent comment, the whole matter of dealing with the staphy- 
lococci in any situation has been unsatisfactory because of the disappointing 
results of antibiotic treatment against these as compared with other or- 
ganisms. With styes therefore one usually prefers not to resort to antibiotics, 
though they may be useful on individual occasions (e.g. when an actor is 
particularly urgent in his demand for relief of the swelling) 


SUMMARY 

In dealing with styes, local treatment should be reduced to a minimum 
Antibiotics should be avoided, and mercurials should only be used in the 
intervals between recurrences. In order to allow the patient the best chance 
of developing his own resistance, the deliberate evacuation of pus should 
be avoided. So far as possible, the patient should be helped over the indi- 

vidual attack by analgesics and applications of heat. 
Joun L. WILKIE, M.B., F.R.C.S.ED. 
Ophthalmic Surgeon, Darlington, Bishop Auckland and 
Northallerton Hospital Groups. 


FURUNCULOSIS OF THE OUTER EAR 

THE external auditory canal is cartilaginous for its outer one-third and 
bony for its inner two-thirds. The outer third is lined by normal hair- 
bearing epithelium and the subcutaneous tissue contains ceruminous glands. 
These are apocrine glands with a tubo-alveolar structure spreading down 
to the perichondrium. ‘They open at small depressions at the roots of hair 
follicles and have smooth muscle fibres at their terminal portion. ‘There are 
no true sweat glands in the canal. The hairs in the outer meatus are larger 
than the remainder, and have a protective function. ‘The bony meatus is 
lined by stratified epithelium which becomes progressively thinner nearer 
the drumhead. The skin is closely adherent to the cartilage and bone 
throughout its length. 

Furunculosis of the ear is due to staphylococcal infection in a hair follicle 
or sebaceous gland. The causal organism is either a Staph. albus or Staph. 
aureus. This gains entrance through an abrasion in the skin from scratching 
the ear with a matchstick or hairpin, or may result from clumsy removal 
of wax. Swimming is not a direct cause, but damp macerated skin is more 
easily infected than healthy tissue. External otitis, either primary or 


secondary to otitis media, may produce a boil. Aural furunculosis may also 
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be part of a generalized furunculosis. When repeated boils occur the possi- 
bility of diabetes mellitus or faulty carbohydrate diet must be considered 


SYMPTOMS AND SIGNS 
The patient presents with an acutely painful and tender ear. In the early 
stages there will be no discharge. Movement of the pinna or tragus will 
increase the pain, and movement of the jaws as in biting or talking may be 
very painful. The patient does not usually complain of deafness unless there 
is considerable discharge or swelling in the meatus. 

On examination the meatus may be totally blocked by one or more swell- 
ings, with or without discharge, or there may be no visible swelling but 
marked tenderness on insertion of an aural speculum. If the tympanic 
membrane can be seen it will appear normal, although individual vessels 
may be visible. ‘Tuning fork tests will give a positive Rinne’s test unless the 
meatus is totally occluded or discharge is resting against the drumhead. 
Movement of the pinna or tragus will be acutely uncomfortable and in 
addition there may be pre-auricular or post-auricular adenitis with over- 
lying edema. This may obliterate the post-auricular sulcus and simulate 


an acute mastoiditis. 


DIFFERENTIAL DIAGNOSIS 
The most important differential diagnosis is from acute mastoiditis. In both 
conditions the patient may be in pain with a discharging ear and a raised 
temperature: 99° to 100° F. (37.2° to 37.8° C.). 








Furuncle Mastoiditis 

Deafness Slight Marked 
(Edema May be well marked in both instances 
Amount of pain Painful Pain variable 
Onset of swelling Early (less than More than 7 days’ history of 

7 days) otorrhceea 
Previous history Of boils Of suppurative otitis media 
Insertion of speculum Painful Painless 





If, in spite of all this, there is doubt, then an x-ray of the mastoids will 
show marked cloudiness and loss of cell outline in acute mastoiditis, but 
normal mastoid appearances in furunculosis. 

Other possibly misleading conditions are: 

(1) Carious teeth, or an impacted wisdom tooth as a cause for otalgia, but 
here the meatus will not be tender, although vessels may be visible on 
the drum. 

(2) Parotid abscess.—Here examination of Stensen’s duct will show pus, 
and the meatus will not be unduly tender. Circum-aural edema may be 


marked. 
(3) Aural polyp.—The meatus is blocked, but a fine probe can be passed 


all round the circumference. The polyp is not tender. 
(4) Exostoses.—These lie in the deep meatus and should not be confused 


with a furuncle. 
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TREATMENT 

In an acutely painful infection the patient should be put to bed and anal- 
gesics ordered. Localized heat by an electric pad, or by hot spooning, or 
radiant heat is comforting and helpful. 

A gauze wick soaked in 8 per cent. aluminium acetate must be gently 
inserted into the meatus beyond the boil if the pain allows, using sinus 
forceps. This is kept moist with fresh aluminium acetate drops every two 
hours. If allowed to dry the resulting crystals may themselves cause me- 
chanical discomfort. ‘The wick is removed after twenty-four or forty-eight 
hours, and replaced with a fresh one. Once the swelling has subsided these 
drops are continued for two or three days until all a@dema has gone. The 
following drops are then applied for a further week: 


Dilute ointment of mercuric nitrate 10 grains (0.6 g.) 
Arachis oil to 4 fluid ounce (15 ml.) 


The purpose of these oily drops is twofold. First, the mercurial content is 
antibacterial, and secondly, the vegetable oils are fungicidal. Boils are often 
associated with external otitis which is commonly due to a fungal infection 
The oil helps to prevent further boils from developing. 

Finally, the meatal skin may be cleansed and ‘toughened’ with spirit 
drops for a further week to prevent reinfection. As an alternative, glycerin 
ear-drops may be used in the first instance, or glycerin and ichthyol. The 
objection to the latter is their messiness which obscures the changing patho- 
logy. Magnesium sulphate and glycerin is a good hygroscopic agent, but 
the crystals would be very painful in the acute ear on drying out. Intra- 
muscular penicillin often hastens resolution, but is not always successful as 
the infection may be resistant. Very rarely incision of a fluctuating boil may 
be indicated, but if the incision is carried too deep perichondritis is a 
possible sequel, due to damage to the perichondrium. Rarely this condition 
may follow infection without surgical interference. 

The use of local antibiotics is not recommended. First, little will be 
absorbed through the epithelium, and secondly if the furuncle is a com- 
plication of external otitis there is a real danger of an allergic dermatitis 
developing. 

When there are recurrent furuncles without any generalized metabolic 
disturbance, a staphylococcal vaccine or an autogenous vaccine is of value. 
The autogenous vaccine must be taken from the boil itself after cleaning 
away discharge in the vicinity which will contain secondary invaders. 

L. R. S. Tayior, M.B., F.R.C.S. 
Assistant Surgeon, E.N.T. Department, 
Charing Cross Hospital. 
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Treatment of Alopecia in Women 
Query. A married woman, blonde, aged 46, 
with one child, has recently had recession of 
the hair at the temples and also some general 
slight thinning. ‘The menstrual cycle is normal 
She has used bleach for fifteen years and has 
recently used a silver rinse to reduce the 
brassiness of the colour. The thinning at the 
temples began about two years ago. There has 
been some hirsuties for several years. | would be 


grateful for suggestions on treatment 


REPLy. The pattern of hair loss described 
suggests the early development of the common 
pattern of alopecia seen usually in men. This 
male pattern may also occur in women. It may 
possibly be related to some excessive androgen 
activity, probably adrenal, and may be an 
early phase of the menopause aggravated by the 
relative oestrogen lack. The age of the patient 
would support this, as would also the history of 
hirsuties. Such a type of hair loss is sometimes 
familial and may be accompanied also by 
signs of seborrhea, dandruff or excessive 
greasiness of the hair. It seems common in the 
overactive restless type of individual 

It is unlikely that bleach or silver rinse over 
the years would produce hair loss of this 
distribution, but repeated bleaching may lead 
to alteration in hair lustre with easy fragility 
The prognosis depends largely upon the genetic 
background and although gradually the tem 
poral thinning may spread to produce a general 
sparseness of the hair over the scalp, this is 
often a slow business proceeding gradually over 
years. The patient should therefore be reas- 
sured that rapid hair loss is not likely and that 
with treatment she can be greatly helped 

In regard to treatment, cestrogens may be 
applied locally in the form of diencestrol oint- 
ment (B.D.H.) once or twice a week. If mild 
seborrheic signs are present these may be 
controlled with ‘selsun’ shampoo (Abbott) or, 
if severe, 2°, salicylic acid ointment may be 
applied well into the scalp and left in for three 
to four hours before shampooing once a week 
\ lotion of the following type may be used 


6 


Resorcinol 10 grains ( zg 
Solution of coal ta 5s minims (0.3 m 
Spirit minims (8 ml 
Onl of lavender 1 minim ( 6 
Mercuric chloride grain (30 mg 
Glycerin 40 minims (2.6 m 
Castor oil 4 minim { 3 mi 
Water to 1 fluid ounce (28.5 n 


If the patient is fair haired, then chloral hydrate 
10 grains (0.6 g.), should be substituted for 


the resorcin and tar in the prescription 
GEOFFREY HODGSON, M.B.E., M.D 


Tennis Elbow 
Query.——A patient of mine, a man aged 43 
acquired ‘tennis elbow’ in June 1955. The 
onset was definite during a tennis match of 
Wimbledon standard. He rested for one month 
and returned to lawn tennis, but the acute pain 
returned and then he had injections of hydro- 
cortisone on four weekly occasions, which 
enabled him to continue playing at weekends 
until the end of August. He then rested for a 
further two months, apart from swimming 
while on holiday. On return from this at the 
end of October he had a manipulation under ar 
anzesthe tic, followed by a two months’ course of 
frictional massage, manipulation and infra-red 
This treatment has been carried out by an 
orthopedic surgeon and a qualified physio- 
therapist, and now, after the treatment, he still 
suffers with localized pain and tenderness over 
the lateral aspect of the mght elbow joint, and 
all the classical features of a tennis elbow. He 
is anxious to resume lawn tennis this year 
He wants me to advise him whether or not 
to have surgical excision of the affected area or 
to rest for three more months with or without 
treatment. If he has the surgical excision can we 
guarantee a ‘cure’, will the condition return, and 


how long would he have to be off work? 


REPLY This man has sustained the normal 
macabre pantomime of treatment, and because 
of this he has obviously got a deep groove in 
his psyche. There is no question that long 
standing pain of the tennis elbow type does 
produce the functional change which we more 
often relate to backache and indigestion and 
things like that, so he may be incurable until 
his psyche decides the time to be cured Spe ak- 
ing physically, however, the matter is clear—if 
he ts, in fact, speaking of tennis elbow which is a 
physical change in the extensor muscles in the 
forearm. He can be cured if this change is 
excised. If, however, he is really speaking of a 
referred pain felt in that region but generated 
in the neck, it is not unlikely that a course of 
local treatment will not help 

RONALD FURLONG, M.B., F.R.C.S 


Treatment of Chronic Empyema 

Query.—lI should be grateful for advice in the 
following case: | have a patient with an empy 
ema. The discharge now gives a pure culture of 
FE. coli which is not sensitive to the usual anti 
biotics, e.g. penicillin, streptomycin, chlortetra- 
cycline, oxytetracycline, tetracycline. Could you 
advise any treatment to get rid of these or 
ganisms? | believe there is a new drug, nitro- 
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furantoin, which is said t e very effective with 


this type of infection 


Repiy.—The presence of E. « n the discharge 
from a chronic empyema is not unusual wher 
other bacteria have been destroyed bv the 


Although 


number of 


commonly used antibacterial drugs 


it may be possible to reduce the 
these organisms or even to get rid of them with 


the use of nitrofurantoin, it is very unlikely that 





this will cause the empyema to heal. If the 
empyema is not progressing st« t rds 
closure the reason is either that the drainage is 
impertect or that the wall of the empven has 
been invaded by carcinoma or tuberculosis. If 
1either of the two latter conditior present 

and pleural biopsy may be required to decide 
this—then further surgical treatment is likel 
to be required 


Howarp Nicu R.C.1 


Exophthalmic Ophthalmoplegia 


QUERY I 


would be 


gratefu or 
concerning the treatment of case of exopl 
thalmic ophthalmoplegia with enlarged thyroid 
and thyrotoxic symptoms. Should the latter be 
controlled by thyroidector t thiourac 
compounds? 
REPLY This is one of the ost dithcult prob 
lems which ever face the physician dealing with 


thyroid disorders. Exophthalmix 


plegia may arise in either hyperthyroid or 


hypothyroid patients, although it does so much 
former. It has therefore 


that it 


more commonly in the 


been assumed as a working hvpothesis 


is due to an excess of anterior pituitary thyro 
This hypothesis has a lot of 
When, as in this u 


with definite tl 


trophic hormone 


evidence against it stance, 


it occurs in association vrotoxi- 


cosis, the difficulty in giving advice rests in the 


fact that the treatment of the thyrotoxicosis 


may occasionally increase the exophthalmos 


This 


when it does it may be of sufficient severity to 


increase does not commor occur, but 


endanger the sight. It may occur whether the 


thyrotoxicosis is treated by thyroidectomy or by 


antithyroid drugs. One feel therefore that 


the treatment of 
first 


which can be 
one would 


choice Is one 
think that 
its effect 
fact that 


reversed. At sight 


either treatment could be reversed 
by the administration of thyroid. The 
this is not so is one of the arguments against 


the hypothesis to which I have referred 


The thyrotoxicosis may be 


just 


controlled far more 


gently by the use of antithyroid drugs than by 
advise 
ation that 


When 


has been con ple tely 


thyroidectomy, and I would personally 


this line of attack with the full re 


I am expressing a personal 


opinion 
once the thyrotoxicosis 


matter of a year or so the 


controlled 


over a 
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questio;r 


dered 

Other rather lefined consideration ire 
the degrec mT « »yphthalmos the state of the 
conjunctive and the retro-orbital tension. My 
experience that nen the degree ot exoph 
thalmos ight the conjunctive healthy and 
the retro-orbital tensior ow t unlikely that 
ny hart v come tror treatment of the 
thyrotoxicosis by either « but l have 
seen an exception even to this rule. It ilso 
a little listurbing to rea ze that a exacerbDatior 
of the exophtl mos does not necessarily occur 
immediately. [| have knowr t to occur two 


years after operation It may well be that the 
operation hiad nothing to do with it 


RAYMOND GREENE, D.M 


Anti-Heamophilic Globulin 


(JUERY I ha patient ged ss, who for 
some five vears has suffered from recurret 
severe intramuscular haemorrhages. Often thes« 
are so extensive ind shock so protound th 
he has to be transfused. It nteresting th 
these hemorrhages seldom occur in the sku 
ind never n jomnts r essential organs Appa 
rently, it an obscure coagulation defect ‘due t 
the presence fa irculating anticoagulant 
probably n anti-thromboplastinoger 


arawn my attentior 


My patient has recent 


to a newspaper articlk ibout a hamophili 
globulin extracted from ox blood. | wonder if 
this would help my patient and, if so, whether 


it is obtamnab 


REPLY The treatment of haemophilia with 
inti-haemophilic globulir t Oxford by Drs 
Bidwell, Bigg i Mactarlane is still mm the ex 
perimental stage and supplies are not vet comn 
ercially available. It is doubtful, however, wheth 


vuld help the patient under cor 


er the material w [ 


sideration A\nti-hamophil globulin as it 
present prepared from animal blood ts antigenic 
and the human body learns to destroy it. It 
therefore only effective er a period of two or 
three weeks, and on this account it ts reserved 
tor use in emergencies suc 
severe injury 

expected to 


effects of ar ant 


It could hardly be yroduce any 
I 


lasting alleviation of the 


thromboplastinogen which has already per 


sisted for five years Furthermore, ant 


hzmophilic globulin is only one component of 


thromboplastin, and it cannot be assumed that 
it would neutralize an anti-thromboplastinogen 


It would be interesting to treat the patient wit 


cortisone or prednisone if this has not already 
tried 


Proressor L. J]. Wirrs, D.M., F.R.C. 


be en 
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A Dermatological Problem 

Query.—A little girl, aged 24 years, developed 
a red erythematous plaque, about the size of a 
sixpence, on the inner surface of her upper 
thigh. about two inches below the groin. This 
gradually extended until it reached the size of 
half-a-crown. It was red, scaly and slightly 
raised, with well-defined edges, but did not 
clear in the centre. It was diagnosed as chronic 
impetigo and was treated with ‘quinolor’ oint- 
ment. When there was no response the pos- 
sibility of a fungal infection was considered. 
Castellani’s paint was applied, followed by 
Whitfield’s ointment. This seemed to have a 
dramatic effect and the plaque disappeared 
almost completely, only to return again in about 
ten days. It was now thought that the fungus 
had been destroyed and that a secondary bac- 
terial infection was present. ‘Quinolor’, ‘vio- 
form’, ‘aureomycin’, ‘neomycin’, and bacitracin 
with tyrothricin were each tried in turn. The 
redness became lighter, the plaque peeled but 
soon became ‘angry’ again. A dermatologist then 
tried x-ray therapy, but without much success. 
At this stage a smear was examined and a culture 
from the scales grew a fungus which was identi- 
fied as trichophyton. Fungicides were again 
applied: iodine, calcium and sodium propionate, 
phenylmercuric nitrate, and Whitfield’s oint- 
ment. The child was carefully watched and at 
no time was there any suggestion of sensitiza- 
tion. The moment treatment was stopped the 
redness and irritation returned. After ‘cortef’ 
had been tried it was decided to leave things to 
nature. However, the spot still remains—some- 
times it looks as if it is disappearing, whilst at 
other times it is itchy and sore. Recently, a 
small patch has appeared on the side of the 
lip (about } inch in diameter) 

The duration of the complaint is about 
sixteen months. There is nothing to suggest a 
contact dermatitis and the scales resemble a 
ringworm type of infection rather than a 
psoriasis. I should be grateful for advice on 
diagnosis and treatment. 


Rep.y.— Making diagnoses from descriptions is 
always difficult and it is particularly difficult 
in this query. 

In spite of the culture, it is improbable that 
this is a fungus infection; if it 1s, the fungus 
must be Trichophyton rubrum in view of the lack 
of response to fungicidal preparations, and this 
can be found by appropriate culture. ‘The most 
likely diagnosis is an area of eczema which ts 
perhaps being kept active by the therapeutic 
methods used. I suggest applying Lassar’s paste 
containing 1°, crude coal tar to the areas 
sparingly, three times daily, and keeping the 
area quite dry 

Other possibilities are urticaria pigmentosa, 
which occasionally occurs as a solitary plaque, 
and a fixed drug eruption produced by phenol- 
phthalein or aspirin. Urticaria pigmentosa 
could be diagnosed by biopsy, and a fixed drug 
eruption from the history 

H. R. VICKERS, M.B., F.R.C.P 


Impotency in Later Life 

Query.—! should be grateful for advice on the 
following problem: In the past I have had a 
number of patients, between the ages of 58 and 
68, who complained of lack of sexual potency 
The suggestions of local consultant physicians 
have not helped them. Is there any genital 
‘tonic’ which can help these people or is it 
what I myself feel is due to the natural ageing 


pr cess? 


REPLY In my experience impotency in men 
between the ages of 58 and 68 is in most cases 
of psychogenic origin and is not improved by 
the administration of male sex hormone 
(testosterone). In a few cases it may be one of 
the features of the male climacteric, which ts 
due to the natural ageing process. These 
patients are usually benefited by the administra- 
tion of methyltestosterone by mouth, in doses 
of 25 mg. once or twice daily. 

4. W. SPENCE, M.D., F.R.C.P 


PRACTICAL NOTES 


A New Non-Barbiturate Hypnotic 
‘VaLMup’ (2-ethinyleyclohexyl carbamate) is ‘an 
effective agent for hypnosis’, according to E. L. 
Foltz and his colleagues (American Journal of the 
Medical Sciences, November 1955, 230, 528) 
The standard used for comparison was chloral 


alcoholate which is said ‘to possess activity 
identical to that of the hydrate’. The dosage of 
‘valmid’ was 0.5 g. or 1 g. The onset of sleep, 


which occurred within thirty to sixty minutes, 
was more rapid with ‘valmid’ than with chloral 
On equal dosage ‘valmid’ was found to be about 
half again as active as chloral, and qualitatively, 
‘valmid’ was followed by deeper sleep than 
chloral. The duration of action of ‘valmid’ was 
relatively short but appeared to be longer than 
that of chloral, on an equal weight basis. It is 
reported that ‘whereas fatigue and mental 
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obtundity were frequently observed after 


these occurred 


when 


chloral alcoh« late, 
with 


symptoms 
“valmid”’ only the heavier dosage 


was used and then, only, in low frequency’ 


Skin-Coloured Therapeutic Dyes 
CERTAIN chemical dyes, e.g. gentian violet, are 
therapeutic 
dermatologist heir 
practical disadvantage is what H 
(British Dermatolog\ 

67, 453) describes as their 

This 


he points out, can be overcome by 


among the most valuable agents 


available to the great 
Ephraim 
Journal of December, 
1955, disfiguring 
obtrusiveness disadvantage, however, 
combining 
different dyestuffs in such manner as to obtain 
a shade as similar as possible to the colour of 


the skin’. He 


gives two examples of how this 


can be achieved. One is an ointment 
} € vutated s , 
( | er o1 5 
ine (M.& B ¢ 
t green (1.C.1 part weight 
hsin (Lepetit 
Hnoxide 4 





White soft paraffin 


Ihe other is an aqueous paste 


Precipitated sulp! 


el | yiic @ 

A criflavine 4 

Basic tuchsit 

Gentian violet (1.C.1.) I par weig 
Bentonite 2 

Distilled water 

G . 


The intensity or shade of colour is easily 


modified by varving the proportion of the 


different dyes In this way preparations con- 
taining dyes can be placed at the disposal of the 
dermatologist in the form of ointments, lotions, 
or powders without their striking disadvantages 


by making them invisible on the skin 


Sulphafurazole in Obstetrics 
\ SIGNIFIC ANTLY lower incidence of vaginitis, 
cervicitis and erosion’ in post-partum women is 
Bischoff et al. ( 


Journal of Obstetrics and Gynecology 


1eported by P. A imerican 
January 
1956, 71, 113) from the use of a cream con- 
taining 10%, of sulphafurazole (‘gantrisin’). In a 
series of 300 multiparas, in all of whom episio 
tomy had been performed, but none of whom 


had had ‘any significamt complication’ during 


pregnancy or labour, alternate patients were 
given a 3-ounce tube of sulphafurazole cream 
(10 ) equipped with a vaginal applicator. They 


were instructed to apply an applicatorful 


nightly, starting on the seventh post-partum 
night and continuing until the tube was empty 

a period of two to three weeks. No medication 
was employed in the other 150 women, who 


controls. On re-examination at the 


acted as 
post-partum 


sixth week, some cervical of 
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vaginal abnormality was found in 20% of the 


) 


treated series and in 38.6°, of the control series 


There were, for instance, 39 cases of cervical 


eresion in the control series, compared with 19 


in the treated series, whilst the former con 


tained 12 cases of chronic cystic cerviciti 


compared with four in the treated series. It 


the ‘definite impression’ of the authors that the 


patients in the treated series had ‘better vaginal 


hygiene, well-healed episiotomies, and better 


epithelization of cervices than those of the 


control group The vaginal mucosa of the 


the treated group appeared cleaner 


patients i 


and healthier than that of the untreated 
controls’. The view is expressed that ‘the 
results of the study indicate that Gantrisin 


cream 1s a valuable addition to the therapeutx 
armamentarium tor the post-partum patient 
Sulphadimidine in Gynecology 

Tue value of sulphadimidine as a prophylactic 


infections has 


against postoperative urinary 
been investigated by ( J. Champ (British 
Journal of Obstetrics and Gynaecology of the 


December 
] 


1955 


62, 9 


operations at the 


British Empire 





series Of 300 vagina 
Royal 
was sterile and contained no 


One half of the 


repair 


Free Hospital. In every case the urine 


pus before opera 


tion. patients were given a 


course of prophylactic sulphadimidine after the 





urine had been made alkaline by the adminis 


tration of a sodium citrate mixture. The cours« 
' 


consisted of sulphadimidine, 1 g. eight-hourly 


for two days before, and for three days after 


operation: a total of 15 g. In the control series 


of 150 cases, postoperative urinary infections 
occurred in 61 patients (40.6°,), compared 
with 20 (13.3%) of the 150 patients who 
received sulphadimidine. The main reduction 


was in the incidence of infections with coliform 
organisms, which accounted for 43 cases in the 


control series and 10 in the treated series All 


cases of coliform infection in the control series 


responded to a therapeutx dosage ot sulpha 


dimidine, but five of those in the treated series 


were due to an organism resistant to sulphona 


mides but sensitive to chloramphenicol and 


chlortetracycline. Bacteriuria was found in a 


further 38 patients (25.3%) in the control 


series and in 44 (29.3%) of the treated series. Ir 


the former the organism was 


predominant 
coliform, whereas in the treated series it was 


Strept It is suggested that bacteriuria 


faecalis 
will clear up spontaneously without the use of 
sulphonamides or antibiotics 
Tuberculin in Therapy 
IN a preliminary report on the use of tuberculir 


in combination with streptomycin as a precursor! 





328 rH! 
of operation, F. H. Young (‘Brompton Hospital 
Reports’, 1954, 23, 197) records the results in 
47 Operations carried out on 40 patients with 
pulmonary tuberculosis. The operations con- 
sisted of two pneumonectomys, eight lobec 
tomys, eight resections, 15 plombages and 14 
thoracoplastys Before operation 12 cases were 
considered good risks, 20 moderate risks and 
15 poor risks. All had positive sputum or 
gastric washings before starting the preoperative 
streptomycin-tuberculin therapy, and over half 
of the patients had had tuberculosis for more 
than two years before operation. Following 
operation, in 25 cases (55°,,) the patient was 
considered to be in better general condition 
than was expected. Omitting cases with com- 
plications, the maximum temperature did not 
exceed 38 C. in 29 cases (72 ). A follow-up ot 
the patients, which was never less than three 
months and in nine cases exceeded a year, 
showed that 39 of the patients were well 
Sputum or gastric washing was usually nega- 
tive to culture, and there was no tomographic 
evidence of residual cavitation. In discussing 
these results, the author states that he has 
satisfied himself that no danger will accrue 
to the patient. In confirmation of this he 
reports that ‘upwards of 100 cases have been 
treated at Brompton and the Scottish Red Cross 
Sanatorium; those who have used it are satis 
fied that no permanent adverse effect follows 
its use’. The tuberculin was given in increasing 
doses until there was no temperature reaction 
to the injection of 1 ml. of neat tuberculin 
(O.T.) or equivalent of P.P.D. At this stage the 
Mantoux reaction was negative to 1 100 dilution 
of O.T., and usually to 1/10 


Reserpine in Delirium Tremens 

THE successful use of reserpine (‘serpasil’) in 
freeing patients from their hallucinations in 
twenty-four cases of severe delirnum tremens ts 
described by M. Avol and P. J. Vogel (Journal 
of the American Medical Association, December 
17, 1955, 159, 1516). The series consisted of 18 
males (aged 31 to 65) and 6 females (aged 37 to 
64), mostly patients with chronic alcoholism 
of the type seen in a charity hospital’ who were 
suffering from malnutrition and dehydration 
ind who had had several previous admissions 
for alcoholism or delirium tremens. Many had 
developed a tolerance to paraldehy de and even 
massive doses of this failed to control their 
symptoms in less than five or six days. With 
reserpine all but three patients were relieved of 
their symptoms in 24 hours or less (the longest 
time was 48 hours) and all were ‘fully awake or 
only slightly drowsy’ the next day. All patients 


were placed on ‘the previously used regimen 


PRACTITIONER 


for the treatment of acute alcoholism, including 
intravenous administration of fluids and high 
doses of vitamins’ but with the omission of the 
high doses of paraldehyde, and were then given 
a dose of reserpine intravenously or intra- 
muscularly. Although as much as 5 mg. was 
given in one dose without ill-effect, the usual 
initial dose was 2.5 mg. followed in three to 
four hours by another dose of 2.5 mg. if the 
patient was still agitated; in one case a third 
dose of 2.5 mg. was necessary four hours after 
the second dose. Because of the delay in the 
onset of action of reserpine it was sometimes 
necessary to give in addition an initial dose of 
paraldehyde (10 ml.) tn order to control the 
patient in the first few hours. Although no 
ill-effects were noted, caution is advised in 
cases of heart disease or previous cerebrovascular 
accidents and in those with hypertension but 
these are by no means to be considered as 
Although f 


patients in this series was not possible owing to 


contraindications’ follow-up « 
lack of adequate personnel and facilities ‘it 
would seem to be worth while to continue the 
patient on a daily maintenance dose of 1 to 
2 mg. of reserpine orally over a prolonged 
n order to alleviate some of the 


period of time 
anxiety that causes these patients to resume 
drinking soon after discharge from hospital’ 


Intra-Articular Hydrocortisone 

Tue effect of intra-articular hydrocortisone has 
been investigated by A. A. Savastano (Rhod 
Island Medical Journal, December 1955, 38, 
689) in 1072 patients: 11 with acute gout, 39 
with traumatic arthritis, and 1022 with rheuma 
toid arthritis or osteoarthritis. The amount of 
hydrocortisone injected depended upon the 
size of the joint, and was never more than 2 ml 
or less than 0.25 ml. (1 ml. =25 mg. hydro- 
cortisone). All the cases have been followed up 
for at least three months after the last injection 
Of the entire series, 267 (25°, ) obtained so much 
rehef after one to three injections that no 
further treatment was necessary for three 
months or longer, 643 obtained temporary 
relief which was maintained by periodic 
injections at intervals of one to three months, 


and 162 either did not respond or were mad 


worse The patients who obtained relief 
included all those with gout, 8o0 of those with 
traumatic arthritis, and &>5 of those with 
rheumatoid arthritis or osteoarthritis Ihe 


sedimentation rate and the blood count did not 
seem to be affected by the injections 
Treatment of Postoperative 
Vomiting 

\ REDUCTION of 50°, 1n the incidence of post 











PRACT 


Moore 


issocia- 


vomiting 1s claimed by D. ( 

Journal of the American Medica 
159, 1342 

intramuscular admini 


operative 
et al. | 
tion, December 3 is the result 
of the 


hydrinate (‘dramamine’ 


1955, 
dimen 


istration of 


heir dosage schedule 





for adults consisted of 1 ml. (50 mg.) ‘on call to 
the surgery’, ‘on return from surgery’ and four 

hourly thereafter for four doses. For children 
between the ages ot | and 5 years the dose was 
reduced to 25 mg. Children under the age ot 1 

years were not included tn the seri In a pre 

liminary six-months’ control period, during 
which dimenhydrinate was not given, the i 

cidence of postoperative vomiting was 22.6 


In a consecutive series of 5 S49 patients o 


the 








on during period 1949-5 
received dimenhydrinat« th ncidence was 
13 In addition, a ‘double-blind’ study was 
carried out on 394 patients: the incidence of 
postoperative vomiting in the 199 patients who 
received the placebo solvent \ 4.1 con 
pared with 13.3 among the 195 patients wh 
received the dimenhvdrinat« ylut No side 
effects were encountered except nm occasiona 
case of Crowsiness 
Nylon Stocking Dermatitis 
Six cases of dermatitis due t vearing nylor 
ckings are reported by ( D. Calnan and 
H I H. Wilsor B Ved Journal 
January 21, 1956, i, 147 Ihe sites common! 
flected were the dors f tl et and toes 
he back of the knee ! I nner parts of the 
pper thighs, although in the ries reported 
there was spread to the axilla in one case and 
© the neck and elbows in another. | dditior 
vo of the patients had rashes due to wearin 
! or hairnets which cleared sOooT us the 
hairnets were discarded. In one « e the patient 
had had an intermittent rast n the feet f 
ve years with exacerbation Sunday 
afternoons and evenings’, and in the pre us 
four me it had extended t he leg nd 
ixillae. ‘She was accustomed to parade with the 


Army 


black nylon stockings 


Salvation on Sunday mornings, weari 


he dyes used for nylor 


re azo and anthraquinone deriva but u 
Great Britain only azo dyes are used, thre 
dyes of the primary colours—red, bluc nd 
yellow—being used 1n varying proportions. All 


Six patients were sensitive to the yellow dye, the 


who wore icting ilso to 





one black stoc ku gs re re, 

the black dye. The possibility that the derma 
titis was caused by the synthetic resin used 
the ‘finish’ of nylon stockings was also con 
sidered but tests were negative i ll cases. Ir 
an attempt to overcome the difficulty one 
manufacturer agreed to make stocku r 
porating anthraquinone§ dye ind il the 


ae 
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have 


developing ar 


patients been wearing these without 


Not all black 


ogwood dye t 


further trouble 
azo dve s,a l 


| he 


stockings car 


nylon is dyed with 


used in s¢ stances who wears 


black nylon 


treated in th way 


A New Electrode 
Electrocardiography 


\ NEw solution for the application of electro 


me in 


patient 


wear stockings 


Solution for 








I 
card ographi electrodes to the sku described 
by E. Goldberger (Ne England Journal of 
Medicine, December 22, 1955, 253, 1121). It 
consists of a 5 concentration of sodium 
laurvl sulphates Dupor ( lissolved wu 
solution containing 7 alt ] prepare the 
solution, the uired volume of water 
boiled and the salt 1 and solve The 
odiun aurv! ilphat« ther 1rdded. Some ! 
the sodiun aurvl Inhate w precipitate 

t s wot Nec r t remove ne recipitat¢ 
Io use the preparation, the container ts shake 
nd the solut dabbed on the skin wit! 
absorbent cottor r rubbed eT gt \ t 
uds begin to forn The met electrode ! 
then applied I'w of the advantage f tl 
solution are t acts as wetting agent ar 
penetrates dt thick sku which ts pecial 
valuable on the ft leg, tl stance of whicl 
is usually muc higher tl that of t rn 
(b) it acts a iT electroivts NX kit reac I 
from the use f the ution have been « 
countered 

Saccharin Urticaria 

A case of acute urticar ipparent duc 
sensitivity t acchariur reported by ( 
Stritzler and D. C. Oddo (Ne York Stat 


Journal of Medicine, December 1, 1955, 55, 
3479). The patient was a surgeon, aged 55, whi 
complained of recurrent urticaria, nvolving 
chiefly the hands, for several months. He sus 
pected that it w due to saccharin as he a 





been taking saccharin during this period and he 


had 


urticaria did not 


noted that when he d taking it the 


stoppe 


recur. As a diagnostic measure 


a speck of saccharin, ‘no larger than a pinhead 
was placed under his tongue. Within 24 minut« 
he complained of missed beats, broke out tn a 


] 


cold sweat, and an urticarial wea appeared on 


the hypothenar eminence his was followed b 


prickling of the face and urticarial weals or 
the forehead. These signs persisted for thre« 
hours. The next morning there were no residual 


signs or symptoms. Although reported cases of 


saccharin sensitivity are rare, it 1s suggested 
that, in view of its widespread use, it may 
conceivably be responsible for some of our in 


cases of chronic urticaria 


tractable 
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Sexual Precocity. By HuGH JOLLY, M.D., 
M.R.C.P. Oxford: Blackwell Scientific 
Publications, 1955. Pp. xiii and 276. 
Illustrated. Price sos. 

One of the outstanding and most valuable 
features of this book is that the author has 
personally studied in considerable detail 69 
cases of sexual precocity. He defines the tenth 
birthday as the upper limit of precocity for both 
boys and girls but admits that this is arbitrary. 
The cases are classified into three main groups, 
namely, cerebral, adrenal and gonadal, and a 
miscellaneous group which includes female 
pseudohermaphroditism associated with renal 
hyperplasia. Succeeding chapters discuss the 
main clinical and other features of these differ- 
ent groups together with a critical and lucid 
review of the pertinent literature. The second 
half of the book details the case reports of his 
69 cases and is illustrated with a large number of 
excellent photographs. It is emphasized that 
there is no evidence that the pineal gland 
produces any hormonal secretion and pineal 
tumours only result in precocity if they involve 
the posterior hypothalamus. Within the author’s 
experience the most common cause of sexual 
precocity in girls is constitutional (cerebral) and 
accounts for nearly 50 per cent. of his patients. 
In boys, on the other hand, the constitutional 
type is rare and adrenal lesions are the most 
common. Another important point made is that 
all children with sexual precocity show an 
accelerated rate of skeletal growth, so that the 
epiphyses close prematurely; accordingly, when 
they reach adult life these patients are shorter 
than average. 

This book can be strongly recommended as a 
first-class and intelligible description of a most 
important subject. Many of the current text- 
books on pediatric endocrinology are so heavily 
and so palpably biased that it is a real pleasure 
and relief to find a book in which the pros and 
cons are fairly and evenly balanced and a 
reasonably critical attitude and perspective are 
maintained throughout. 


Personality Changes following Frontal 
Leucotomy. By P. Macponatp Tow, 
M.B., B.S., PH.D. Oxford University 
Press. London: Cumberlege. Pp. xv 
and 262. Figures 27. Price 35s. 
THE author’s aim has been to give the reader 
who is not primarily interested in the details of 
research technique or of clinical applied psy- 
chology, a history of the steps by which know- 
ledge of the prefrontal regions has been pieced 


together and of the contribution made by 
leucotomy in man. He also describes in detail 
the results of a personal study of a series of 
patients who were examined both before and 
after the operation. These patients were 
selected from a larger material because their 
personalities were fairly well preserved in spite 
of their mental illness. They were thus able to 
cooperate in the examination and the test 
procedures. Both the research project and the 
book are well planned and the latter, with the 
exception of the tables of results, is easy to 
read. The review of the literature is selective 
and there are some notable omissions, but this 
results in a commendably short account in 
which the information is presented objectively 
and fairly. The data obtained from the 36 
patients are restricted to the results of test 
procedures, although the effect of the operation 
on their daily lives is discussed to some extent 
in the account of their autobiographies. 

This book gives a sensible account of present 
knowledge of the functions of the prefrontal 
regions and it is supported by a bibliography 
through which the rest of the very large litera- 
ture on the subject can be traced. It will be of 
interest to psychiatrists and neurosurgeons 
whose acquaintance with leucotomy is occasional 
and to those who wish for a progress report on a 
subject which must be of interest to anyone 
whose prefrontal areas are intact and who 
therefore retains his interest in things abstract, 
in the higher flights of human imagination, and 
in his fellow-beings. 


Body Fluids in Surgery. By A. W. 
WILKINSON, CH.M., F.R.C.S.Ep. Edin- 
burgh: E. & S. Livingstone Ltd., 1955. 
Pp. ix and 212. Figures 7. Price 16s. 

How refreshing it is to read so scholarly and 

informative a book as this one. The author, 

himself a practical and practising surgeon, has 
done much excellent original work on surgical 
physiology, but his feet are firmly on the 
ground. Those who have long since passed the 
primary fellowship may find it difficult to bring 
their knowledge up to date. It is no criticism of 
this well-written work to say that such readers 
may find parts of it require repeated study. This 
is a first-class work for the intelligent surgeon, 
but emphatically it is not written for the man 
who seeks a brief practical guide. The chapters 
on content and distribution of body water; 
electrolyte and acid-base balance; the metabolic 
effects of injury and operation, and disturbances 
due to loss of gut secretions are packed with 
valuable information. Despite the marshalling 
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of numerous complicated details, the author's 


mastery of his subject is shown by his sane and 


practical comments on treatment. The routine 
‘drippers and suckers’ will find no support in 
these pages. At 16s. this book is both a ‘can’ 


and a ‘must’ for every thinking surgeon 


Blood Transfusion. By Georce DiscomBE, 


M.D. London: William Heinemann 

Medical Books Ltd., 1955. Pp. v and 

54. Price 6s. 
Ir has been estimated that 125 people die 
each year as a direct result of transfusion and 
that the patient's life is at risk in about 1 : 2000 
transfusions. In spite of this the public have 
come to accept transfusion as perfectly safe and 
may regard a fatal outcome as evidence of 
negligence. Panic, misunderstandings, care- 


lessness in handling and labelling of blood 
containers and ‘short cuts’ in technique con 
tribute more to the danger than do genuine 
technical difficulties. Dr. Discombe warns of 


pitfalls and outlines the careful organization, at 
| 


and patient evolved 


Ihe 


basic tests described, whilst not alarmingly high- 


all stages between donor 


over many years to minim accidents 


powered, require constant practice in unflurried 


surroundings. Housemen ndeed all who 








have to order or d ought to 


this book 


enlightening 
Textbook of Occupational Therapy. By 


EAMON N. M. O’SULLIVAN, M.B., D.P.M. 
London: H. K. Lewis & Co. Ltd., 1955 


may 


read They wi 


Pp. x and 320. Price 21s 
Tuis book is written by an author who, in 
addition to being an experienced psychiatrist 
and medical superintendent of a mental hos 
pital, is himself clearly proficient in the many 


handicrafts which should be available for 


patients in a_ well-organized 


department 


occupational 
the 
technical details will appeal to all those whose 


therapy The sections on 


duty it is to teach handiwork to patients, 


whilst those dealing with general principles will 


appeal particularly to doctors in mental hos 


pitals concerned with the prescribing of occu- 
the administration of 


Although 


d advocates 


pational therapy, or 


occupational therapy departments 
Dr. O'Sullivan pays lip-service to, an 
the appointment of, a professional occupational 
therapist (independent of both the matron and 
the 


occupational and recreational therapists, 


a number of 
tech- 
nicians, tradesmen, and occupational nurses, it 


chief male nurse) assisted by 


is interesting to record that at his own mental 


hospital (the author being a sound practical 


Irishman), ‘the services of occupational thera- 
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pists have not been sought, the work being 
undertaken by the more skilled members of the 
nursing staff, special efforts being made to 
extend the treatment to the more restless and 
excited patients’. The section on the re-educa 
tion of the deteriorated patient is worthy of 
special commendation 

Whilst this book may not help the young 
psychiatrist to obtain a Diploma in Psycholo 


should the bookshelf 


gical Medicine it 


” on 


of every mental hospital library; its perusal by 
the nursing, as well as by the medical, staff 
will help to make them both of greater value 
to their patients 

Vodern Actinotherapy. By R. H. Beckett, 


B.A. London: William Heinemann Medi- 
cal Books Ltd., 1955. Pp. viii and 161 
Figures 20. Price 17s. 6d 
ruts little book gives a complete and up-to-date 
account of the medical uses of certain wave 
It is 


The first chapter on 


lengths of the electromagnetic spectrum 


readable and interesting 


history is a suitable introduction to the subject 


as a whole Th author stresses the need for 
properly conducted investigations into th 
fundamental effects of these potent rays 


Physical data and physiological effects are ac 
curately described. Clinical application of both 
infra-red and ultra-violet irradiation is naturally 


discussed at some length, and due importanc« 


to their 
the 


a sphe re 


their 


is given use in dermatology, 
play 


This book has the 


in which ultra-violet rays now 


ad\ an 


the 


most important part 
tage of being thoroughly documented, and 


list of references is admirable. It is written by 


an advocate of the use of these radiations i 


medicine, but he does not hesitate to put both 
sides of the question. If one is permitted one 
small criticism, it is 


is made of the 


that no adequate mention 


possible danger of ultra-violet 


irradiation. 


Das Kleine Frauenbuch. By Pror. Dr 
Heinrich Martius. Stuttgart: Georg 
Thieme, 1955. Pp. 76. Figures 51 
Price DM _ 6.90. 

We live in an age of exploration of the self. The 

no-man’s land between the knowledge and 

experience of the lay and the professional 
members of the public needs a very skilful 


and an intelligent traveller 


guide, a clear map 


This book is a 


and functions of the 


teach yourself’ book on the form 


genital system written for 
women by a clear and logical exponent. In only 
76 pages an intelligent account is given of the 
female genital organs and their endocrine con 
trol, of pregnancy and birth, and of certain allied 
such as menstrual hygiene, for 


topics sport 

















lt 


THE 


wv? 
we 


women, cancer and tumours. The book demands 


an intelligent reader, for there is more meat 
here to digest than in the usual and more 
superficially written books on these subject 


For such a reader it can be recommended 


The Habit of Tobacco Smoking. By W. 
KoskOWSKI, M.D. London: Staples Press 
Limited, 1955. Pp. 292. Illustrations 13. 
Price 25s. 

THis book, with over 475 references, deals with 

the historical and medical aspects of smoking 

The 


smoke, 


chemistry of tobacco and of 


and the 


tobacc Oo 


tobacco association of these 
with pathological changes, including the all- 
important problem of malignant changes in the 
lungs, are discussed fully. Drugs used to allay 
the craving for tobacco are described. Of 
recently published books on this subject, this 
is by far the fullest, and is written for both the 
Here the and 


will 


layman and the doctor lecturer 


the research worker find a readable and 


useful book, but the index could be much more 
helpful. 

NEW EDITIONS 
Diseases of The Nervous System, by Sir Russell 
Brain, Bt, fifth 
(Oxford University Press, 55s.) has been brought 
The 


sections on meningitis, poliomyelitis and lead 


D.M., P.R.C.P., in its edition 


up to date without any increase in size 
poisoning have been carefully revised, and new 
material has been added on cervical spondylosis 
(a subject in which the author has evinced special 
viruses, inclusion body 
toxoplasmosis The 
that the author has not 


interest), the Coxsackie 


encephalitis and general 


clinician will regret 


based his views more upon his wide personal 
experience. There are occasions when in his 
attempt to be 


non-specialist reader rather lost, for instance, as 


comprehensive he leaves the 


to the best line of treatment. This, however, 
remains a sound and comprehensive 
the subject, and this new edition will be wel 
comed by all who wish to acquire and retain a 


sound knowledge of one of the most important 


guide to 


branches of medicine 


Viodern Methods of Feeding in Infancy and 
Childhood, by Donald Paterson, 
George H. Newns, 
(Constable & Co 


previous 


M.D., F.R.C.P., 
M.D., F.R.C.P., im its 
Ltd., 15s.) 
editions 


and 

tenth edition 
maintains the reputation of 
as a sound and practical guide to the subject. In 
this edition, Dr. Donald Paterson has been 
joined in authorship by Dr Newns 
Extensive revision has been carried out, and all 
the tables have been brought up to date. This 
is a book which the practitioner will find of the 


greatest help in dealing with the feeding prob- 


George 
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lems of the infants and children in his practice, 


and it has the further advantage that it can be 


safely recommended to young mothers 

Surgery of the Ambulatory Patient, by L. Kraeer 
Ferguson, M.D., F.A.C.S., in its third edition 
(Pitman Medical Publishing Co. Ltd., 96s.) 


has been completely revised. New contributions 


on urology, by Burros, on anesthesia by Stone 


and on infections by Pulaski—are valuable 


additions, the last-named being an admirable 


and up-to-date account of antibiotic therapy 


At the present time, general practitioners in this 


country are not called upon to deal with 


more than a minute fraction of the conditions 


so well described; but the techniques and 


procedures correspond closely with those of our 


hospital outpatient departments, and the book 
will be of great use to house surgeons and 
casualty officers. Apart from the details of 


operative management, however, there is 1m tts 
pages so much wisdom in matters of diagnosis 


and prognosis that it would not be out of place 


on the practitioner’s bookshelf. The format of 
the book and the illustrations are alike excellent, 
and author and publisher are to be con- 
gratulated, 
Standard Atlas of Human Anatomy, Vol. 1 and 2, 
by M. W. Woerdeman, M.p., third edition 
(Butterworth & Co. (Publishers) Ltd., 72s. 6d.). 
It is seldom that a reviewer finds himself 
able to commend a book unreservedly on all 
counts; on its production which is the author’s 


job, on its reproduction which is the printer's, 
which is the publisher's. Such, 
Woerdeman’s 


textbook 


and on its price, 


however, is the case with atlas 


of anatomy. This is an atlas, not a 


The illustrations are drawn from actual dis- 
sections, and are remarkably full; thus there 
are 70 plates containing more than 100 drawings 
of the skull, 50 of the development of the 
skeleton, and nearly 50 of the teeth. The mus- 
cles are illustrated fully: by diagrams giving 


the line of action of individual muscles, by 


coloured drawings through which the under- 
lying skeleton can be seen, and by numerous 
detailed dissections. The illustrations of the 


central nervous system and of the special sense 
The 
this differs from the 


organs are admirable anatomy in the 


child is illustrated when 


adult. This is a first-class book and it should 


have a wide sale 
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April issu¢ wt 


rhe contents of the ‘ 
Life will be to 


symposium on “The First Year of 


on page c at the end of the advertiser 





nent section 


Notes and Preparations, see | 
Fifty Years Ago, see page 337 
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without injection 






‘SUBLINGS 
TESTOSTERONE 10 mg. 


clinically effective and produce a 17-keto- 
steroid excretion rate COMPARABLE TO 
THAT FROM THE SAME DOSAGE OF 
INJECTED TESTOSTERONE PROPIONATE 


| Injections BLINGS 

Testosterone Propionate B.P. TESTOSTERONE B.P. 10 me 

| 25 mg. daily One bling * t.d.s 
MGf4 Rs mare Has 
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In Males 
Supplementary Therapy 
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(1) Depression and Debility in middle ~ 
aged males where androgen therapy ts x : 
indicated 1 - 2 Sublings daily . 
Full Replacement Therapy ‘a . 
(2) As in Eunuchism and Eunuchoidisn ‘eS 
etc 1 Subling thrice daily 
y WEE 
In Females ove 8 72) 8 ® 
(1) Excessive Functional Ucerine Bleeding ~our 
- ing ily f - ys 
1 - 3 Sublings da 4 or 3-4da Average INCREASE in I7-ketosteroid excretion 
(2) Inoperable Mammary Carcinoma hown by patients treated} with injections and by 
2 - 6 Sublings daily hose treated with ‘SUBLINGS ° TESTOSTERONE 
(pre-treatment levels were within the accepted 
or rn timits of normal in all cases) 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
G.A.” ointment contains 
glycyrrhetinic acid (‘the aglycone obtained from 
glycyrrhinic acid, the 
liquorice’) in a ‘specially formulated base’, and 
‘has been used with success in a variety of 
inflammatory skin conditions’. It is said to have 
similar anti-inflammatory properties’ to those 
of hydrocortisone. Available in tubes containing 
25 g., and also as a lotion in bottles containing 
30 ml. (Biorex Laboratories Ltd., 47/51 Ex- 
mouth Market, Rosebery 
E.C.2.) 


‘BIOSONE 2% wiw 


sweet principle of 


Avenue, London, 


“‘DEQuADIN’ lozenges each contain 0.25 mg. of 
decamethylene - bis - (4 - aminoquinaldinium 
chloride) and are intended for the relief of 
‘pain, soreness and inflammation in most of the 
common infections of the mouth and throat’. 
They are said to be effective against ‘all the 
common oral pathogens including those resistant 
to penicillin’. Issued in tubes 
lozenges. (Allen & Hanburys Ltd., 


E.2.) 


containing 20 
London, 


‘OTIGOL’ cream is intended for the treatment of 
otitis externa and ‘has also proved useful in 
certain cases of fenestration, where there has 
been a persistent discharge from the cavity’. It 
contains the sodium salt of diaminodisulpho- 
methylfuchsonium sulphonate (0.09°,), sodium 


biborate (0.6%) and cetrimide (1%), and is 
issued in tubes containing 20 g. (Camden 
Chemical Co. Ltd., 61 Gray’s Inn Road, 


London, W.C.1.) 


“TYROTRACE’ ointment contains 500 units of 
bacitracin and 500 meg. of tyrothricin per 
gramme, in a petroleum jelly base. It is intended 
for the treatment of pyogenic dermatoses and 
other skin conditions and ‘is active against most 
organisms commonly encountered in skin infec- 
tions’. It is said to be free from toxic reactions, 
does not adhere to the lesion and cannot sensi- 
tize the patient to oral or parenteral antibiotics. 
Supplied in half-ounce (15 g.) tubes. (Merck- 
Sharpe & Dohme Ltd., Hoddesdon, Herts.) 


PHARMACEUTICAL NOTES 
British Geon Ltp. announce that their 
‘Stannard irrigation envelope’, used in the 
treatment of wounds, burns and ulcers, is now 
manufactured from PVC ‘fablon’ sheeting in- 
stead of oiled silk. This sheeting is said to be 
more economical in use, resistant to sodium 
hypochlorite solution, non-toxic, and does not 
stick to the skin. It can be autoclaved at 6 p.s.i., 





and remains unaffected by temperatures ranging 
from -20° C. to 110° C. (Devonshire House, 
Piccadilly, London, W.1.) 

Tue Dun top Russer Co. Lrp that 
they are now marketing wads of silicone rubber 
for sealing bottles, for use by pharmaceutical 


announce 


manufacturers and in hospitals. These have the 
advantage that they can be autoclaved with the 
bottle cap without losing any of their properties 
Sizes vary from } inch in diameter and 3/32 inch 
in thickness to 1 4 inches in diameter and } inch 
in thickness. Special sizes are obtainable upon 
request. (Cambridge Street, Manchester 

that 


marking 


Evans Mepicat Suppiies Lrp 
they are now marketing ‘nobecutane’ 
ink. This is a plastic ink for surgical use which 


‘will withstand the 


announce 


rigorous preoperative pre- 
paration of the skin and provide lasting delinea 
tion’. It flakes off 
be peeled off immediately and painlessly; it may 
Available 
Liver 


in a matter of days’ or may 


also be dissolved by ether or acetone 
in 50-ml. screw-capped bottles. (Speke, 
pool, 19.) 

announce the intro 
Lilly padi 


Eur Liary & Co. Lrp. 
duction of ‘suspension penicillin-\ 


atric’. Each large teaspoonful of the prepared 
suspension contains 62.5 mg. of penicillin-\ 
The suspension is described as ‘a pleasant 


administration, 
Supplied in bottles to mak« 


alternative means of 
larly to children’. 
60 mi. (Basingstoke, Hants.) 


particu 


that their 
‘mandelamine’ 


Lp. 
preparation 


Mentey & JAmMes announce 
urinary antiseptic 
(methenamine mandelate) is now available in an 
additional size of tablet (0.5 g.) to be known as 
‘mandelamine hafgrams’. Issued in packs of 30, 
250 and 500 tablets. (Coldharbour Lane, Lon- 


don, S.E.5.) 


SmitH & NEPHEW LTD. that the 
name of their preparation ‘dilatal’ has now been 
changed to ‘perdilatal’. (Bessemer Road, Wel- 


announce 


wyn Garden City, Herts.) 


FORTHCOMING CONFERENCI 
Tue subject for this year’s Annual Conference 
of the National Association for Mental Health, 
which will be held at The Royal Hall, Harrogate, 
on April 12 and 13, 1956, is ‘Mental Health 
and Personal Responsibility’. Full details may 
be obtained from the 
National Association for 


secretary 


He alth 19 


Conterence 
Mental 
W.r 


Queer Anne Street, London 
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THE CHRONIC RHEUMATIC DISEASES 
\ CONCENTRATED weekend course on the chronic 
rheumatic diseases will be held at the Rheu- 
matism Unit, St. Stephen’s Hospital, Fulham 
Road, London, S.W.10, on Saturday and Sun- 
March 17 and 18. Full 
from the Secretary, 
Medicine, 60 


detai!s can be 
Fellowship of 
Portland Place, 


day, 
obtained 
Postgraduate 

London, W.1. 


AMPHETAMINE SCHEDULED 


regulations which came into force on 


dexamphetamine and 


UNDER 
January 20, amphetamine, 
methylamphetamine have been added to the 
Schedule of the Rule. This 
drugs can now be supplied 


Fourth Poisons 


means that these 


only on prescription 


DISPENSING OPTICIANS 
THI Guild of 
British Dispensing Opticians is now available. 
The list contains a total of over five hundred 


annual list of members of the 


addresses in the United Kingdom and overseas, 


and also indicates those where a contact lens 


and/or artificial eve fitting service is available. 
A copy will be sent to any medical practitioner 
Guild of British 


Place, 


on application to the secretary, 
Dispensing Opticians, 50 Nottingham 
London, W.1. 


NEW JOURNAI 
Tue first issue of the Scottish Medical Journal, 


which incorporates the Edinburgh Medical 
Journal and the Glasgo Vedical Journal, 
maintains the high standards of Scottish 


medical journalism. The editors modestly ex- 
press the hope that they will not ‘be accused 
of excessive bias if they assume that a medical 


n original article for 


worker in Scotland with 
publication should consider first the claims’ of 
All will agree with them that 
ittish Medical Journal 
for coordinating 


the new journal 
the formation of the S¢ 
‘provides a great opportunity 
medical activities in the Northern Kingdom’, 
and join with them in their hope that ‘this new 
The 


journal will prove worthy of its heritage’. 


Journal will be published monthly, and the 
annual subscription is £3 
JOURNAL JUBILEE 


1956 issue of the British Fournal 
and Diseases of the Chest is a 
number published to 


Tue January 
of Tuberculosis 


special golden jubilee 


commemorate the foundation of the journal in 
1906 by Dr. T. N. Kelynack. This issue contains 


a series of articles reviewing the progress in 


pulmonary tuberculosis during the last fifty 


years. The occasion was also marked by a 


PRACTITIONER 


jubilee celebration dinner, at which the speakers 
included Sir Robert Young, Sir John Charles 
and Dr. T. F. Fox. 


BLOOD TRANSFUSION DONORS 
WANTED 

THE National Blood 
issued an appeal for many more regular blood 
donors. Anyone who is in normal health and 
between the ages of 18 and 65 is welcome at the 
donor sessions that are held frequently in con- 
venient places throughout England and Wales 
This appeal is necessary in spite of the fact that 
donations to 
with 


Transfusion Service has 


in the first six months of 
the Service totalled 


344,269 in the corresponding period in 1954. 


1955 


379,282, compared 


During-this period in 1955, 59,551 people gave 
blood for the first time, and at the end of June 
the total donors’ panel 


was 571,059. 


strength of the 


1955 


RECORD LOW INFANT MORTALITY 
RATE 

THE provisional figures of the main vital 
statistics for England and Wales for 1955 show 
that the infant mortality rate has reached a new 
low record 24.9 per thousand live births. The 
corresponding rate for 1954 was 25.4; In 1935 
it was The stillbirth rate, however, 
remains high: 15,748 which represents a rate 
of 23.1 per thousand total live and stillbirths 
This was lower than in 1954 (23.5) but higher 


52.5. 


than in 1953 (22.5). 


TUBERCULOSIS IN EUROPE 
Some striking figures concerning the decline in 
deaths from tuberculosis were reported to a 
recent W.H.O. Finland, for 
instance, the number of deaths from all forms of 
tuberculosis per 100,000 of the population fell 
from 168.2 in 1947 to 40.5 in 1954, whilst in 


> 


124.4 tO 35.3- 


study group. In 


Southern Ireland they fell from 
The comparable figures for the United Kingdom 
are 58.3 and 19. The Netherlands and Denmark 
have the lowest death rates from tuberculosis in 
the world: 7.5 and 7.7 respectively. This wel- 
come improvement in the public weal has to be 
paid for. It is estimated that in Denmark 
tuberculosis costs every inhabitant 14 kroner 
($2) a year, whilst in Western Germany it 1s 
estimated that to discover one case of tubercu- 
losis by mass radiography 5000 DM 
($1,200). Although there is not yet sufficient 
information to give a definite answer on the 


costs 


effect of bacterial resistance to current therapy, 
no evidence was presented to the group which 
could be taken as indicating that the resistance 
of the tubercle bacillus to drugs will create a 
serious problem. 


CONTINUED ON PAGE 335 
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coaxing “alm from climax... 


} 


To achieve calm is sometimes to cure and often to make amenable to treatment 





Calm must be coaxed from a climax which is spasm and is pain But not 
; 


it the expense of the patient’s comfort nor at the risk of his person. ‘The modern 


approach to calm in conditions of spasm is Buscopan 


BUSCOPAN to Promote the healing of gastric ulcer. Hasten cervical dilatation in labour 
Differentiate between a spasmodic and an organic obstruction. Overcome 
spastic dysmenorrhoea. Relieve pain associated with renal lithiasis or bi 
colic 


QUICKL Y—-SAFEL Y—EFFECTIVELY 


ae 
BUSCOPAN 


Brand of hyoscine — N 


romide 
Manufactured and distributed in England by Pfizer Lid.,for 


C. H. Boehringer Sohn, Ingelheim am Rhein, 


Registered Proprietors of the trade mark * Regd. Trade Mar! 
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NOTES AND 

VITAMINS IN VEGETABLE LEAVES 
A REPORT from the Union Department « 
Nutrition in Pretoria (.S. Afr. med. 7., 
29, 1030) draws attention to the nutritive value 
of vegetable tops which are commonly thrown 
Beet 
times as much 


f 


1955, 


away leaves, for instance, contain six 


vitamin C as the root, turnip 
leaves are five times as rich in this vitamin as 
the root, whilst carrot tops contain thirty times 
as much vitamin C In the 
vitamin A, both beetroot and turnip tops con- 


tain so much that one helping provides three 


as the root case ot 


times the daily requirements of the body. The 
leaves of pumpkin, sweet potatoes, celery and 
lucerne are also recommended as nutritive and 


tasty additions to the diet—‘tastier than spinach’. 
Owing to their bitter flavour carrot and lucerne 
used in small amounts in 


leaves should be 


soup only. 


DEATH ON THE ROAD 
AN American is injured every 24 seconds and 
one is killed every 14 minutes in a traffic acci- 
dent. During the Korean War more Americans 
were killed in the United States in car accidents 
than were killed in the war. In 1954, in the 
American Armed Forces, car 
responsible for 2000 deaths, 22,000 injuries, a 
loss of almost 500,000 man-days, and a bill for 
$70,000,000. some of the striking 
statistics produced by Col. Don 5S. Wenger of 
the U.S. Air Force (7. Amer. med 
159, 1347). Among preventive measures he sug- 


vests are 


accidents were 


These are 
Ass., 1955, 


‘safety belts, a progressively dis- 


integrating frame, and energy-absorbing con- 


struction of various lethal parts of the vehicle 
instrument 


A sh 


bumper, either hydraulic or collapsible 


such as steering wheels, panels, 


windshields, and seat backs ock-absorbing 
padded 
panels, and pop-out windshields are possible 
examples of such construction. A high-backed 
seat would reduce materially the whiplash neck 
injuries’. His whole thesis is summarized in one 
terse sentence: ‘If properly packaged for survival 
you can crash your car and live’ 

ASS DISTINCTIONS 


} 
| 


mental 


PSYCHIATRIC Cl 
Rates of admission to 
psychoses (all forms) and for schizophrenia and 


hospitals for 


manic-depressive reactions are much higher in 
than the other 
pub- 
General's 


social class V (unskilled workers 
social classes, according to the 
the Registrar 


recently 


lished supplement t 
‘Statistical Review of England and Waies’ for 
1950-51. Admissions for anxiety states were 
more frequent in classes III (skilled workers) 
and V, and for hysteria in classes III, IV, and 
V. On the other hand, social class I (professional) 
had the highest rate for alcoholism. The 


admission rate per million males for all forms 


PREPARATIONS 3 


ws 
WI 


of psychoses was 1,866 for social class V, com- 
The compar- 


social 


pared with 791 for social class I 


able figures for alcoholism were 20 in 


class V and So in social class | 


ADHIBITION 


service 


THE ART OI 
AN excellent « xample of civil 
Chemist and Druggist, 


jargon is 
which 
letter 


reporte d in the 


quotes the following excerpt from a 
written by a pharmacist to the Glasgow Herald 
‘One of my duties as a pharmacist is to send 
monthly to the National Health Service pricing 
bureau my return of prescriptions for the pre 
month All of 


and if 


those prescriptions are 


ceding 
necessary endorsed 


likely to be of 
validity or 


examined by me, 


with any remarks thought 


assistance to the pricer. If the 
accuracy of any endorsement is in question, the 


me for en 


form is returned t 


] h ive 


(handwritten) comment on one of my endorse 


prescription 


lightenment just received the following 


ments: “Should be vouched for by the prac- 
titioner adhibiting his initials, having regard to 
the cost’’’ 

WHAT PRICE BEAUTY 
He extent to which some women will go to 


enhance’ their beauty is admirably illustrated by 


L. F. Tinckler and F. E. Stock of the Depart- 
ment of Surgery, University of Hong Kong 
(Aust. N.Z. J. Surgery, 1955, 25, 142), who 


report seven cases of paraffinoma of the breast 


which they have encountered during the last 
three 
East, it is not 


intra-mammary injections of low melting point 


years. Apparently, certainly in the Far 


uncommon for women to have 


paraffin wax, liquid paraffin and beeswax, or a 


mixture of these rnto the breast ‘for the cosmetic 


purpose of increasing the bust line’. One of these 


women reported because of persistently dis 


charging sinuses in the breasts following such 
injections, and required a bilateral simple mas 
tectomy. Two reported because of swellings on 
the abdominal wall which were found to be due 
within the layers of 


to migration of the wax 


superficial fascia from the breasts on to the 
anterior abdominal wall. Another died two days 
after injections of paraffin into the nght breast, 
confirmed the 


and examination 


diagnosis of fat embolism 


post-mortem 


PITY THE PRESIDENT! 
ACCORDING to the Journal of the 
Medical Association, a 
sent by the American 
cardiologist in the United States. Replies are 
requested to two questions: (1) Do you think a 
man who has suffered a heart attack can be 
regarded as physically able to serve a term as 
President? (ii) Based on what you have read 


American 
questionnaire has been 


Foundation to every 
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about the nature of the President’s illness, and 
assuming a normal convalescence in the next 
few months, do you think Mr. Eisenhower can 
be regarded as physically able to serve a second 
term? No signature is required and no indication 
is given as to how the information is to be used 
The official A.M.A. comment is: “This type of 
questionnaire, whatever the source, should be 
discouraged, and, to prevent the hysteria that 
such information could foment, the question- 
naire should be tossed in the wastebasket’. 


TEMPERAMENTALITY’ 

following is an excerpt from a recent 
editorial in the New England Journal of Medicine 
1955, 253, 1174): “The 
postal authorities in 


‘POSTAL 
‘THE 
(December 29, tem- 
peramentality of other 
countries as well as this one is illustrated by the 
sudden reversal last year of a well established 
flow of Yournals, 
Royal Society of Medicine on Wimpole Street, 
in London, began to come back from the post 
Society 


when those directed to the 


office around the corner from the 


marked ‘‘Moved and left no address” 


PUBLICATIONS 
Introduction to Hepatic Surgery, by Henry Gans, 
a review of the 


M.D., is divisible into two parts 
literature of minute hepatic anatomy and a 
personal study, based on a large number of 


dissections by the injection-corrosion technique ; 
ind a survey of the indications for, and tech- 
of, partial resection of the liver. The 
reader is left with the that the 
anatomy of the liver is complex and variable, 
that the indications for hepatectomy are few, 
and that the technique is difficult. Any surgeon 


nique 
conviction 


proposing to conduct such an operation will do 
consult Dr. book. (Elsevier 
Publishing Co., price 70s.) 


well to Gans’s 


Amputees and Prostheses, W.H.O. Technical 
Report Series No. 100, is the report of a con- 
ference on prosthetics held at Copenhagen in 
August 1954. The incidence, causation, and 
prevention of amputation are discussed, and the 
causes are analysed in an appendix. It is interest- 
of the 


only 


ing to note that in the upper limb 73.7 

were due to accidents and 
whilst in the lower limb 56 
Basic 
are discussed, but 


amputations 
9.6 to disease, 
were due to disease. principles in the 
surgery olf 
greatest prominence is given to the selection, 


amputation 
fitting and use of artificial limbs, and to the 
selection and training of the medical and tech- 
nical personnel to work in a limb fitting service. 
The experience quoted and the views expressed 
are largely those of the British Commonwealth 
The problems of providing the best service for 
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amputees in countries where the facilities for 
manufacture and training are as yet poorly 
developed, where men habitually kneel or squat 
instead of sitting on chairs, and where the limbs 
will be used in all weathers, are borne in mind 
(H.M. Stationery Office, price 3s. 6d.) 


Wiederherstellung der  Lebenstiichtigkeit CGe- 
schddigter Menschen, by Dr. Hans Hoske, can be 
recommended to all concerned with the rehabi- 
litation or welfare of the disabled. Dr. Hoske does 
not limit his survey to Germany, but covers the 
experience of institutions all over the world and 
is well aware, for example, of the excellent 
work carried out by Guttmann in Stoke 
Mandeville on spinal-cord cases. Written with 
deep sympathy and understanding for human 
suffering and providing an extensive list of ref- 
erences, the book should be of great use to the 
workers in the field of social medicine and social 
hygiene. (Georg Thieme, price DM 16-.) 


The Art of General Practice. By Leon L. 
Marshall.—The first 35 pages of this booklet, 
published in Australia and sub-titled ‘practical 
psychology of medical practice’, offer advice on 
the conduct of the general practitioner; most of 
the remainder deals with medical ethics. The 
English reader will be disturbed by such sen- 
tences as “The practice should be situated on 
thoroughfare in the most 
and his discomfort will 
finds members of the 


the most public 
conspicuous position’, 
be increased when he 
nursing profession referred to as ‘these females’. 
But there is a good chapter on nervous 
tension and frustration. (W. Ramsay (Surgical) 


Ltd., Melbourne, price 12s. 6d. (Aust.).) 


The Practitioner’s Handbook to the Social Ser- 
Alfred H. Haynes, F.wW.1., a 
welfare worker, is a most useful guide to the 
intricacies of the National Health Service in so 
far as the social services are concerned. (John 
Wright & Sons Ltd., price 9s. 6d.) 


vices, by social 


Directory of Convalescent Homes serving Greater 
London 1956 gives a comprehenstve list of con- 
valescent homes within the four metropolitan 
hospital regions, and also of homes outside these 
regions which will admit patients residing in 
the London area. All homes in the Directory 
are for patients for whom convalescence or a 
recuperative holiday has been recommended by 
a doctor. (King Edward’s Hospital Fund for 
London, price 7s. 6d.) 


BINDING CASES 

Binding volume 175 (July-Dec., 1955) are 
available in green cloth with gilt lettering. price §s. 6 

each, post free. The cases are made to hold 6 copies after 
the advertisement pages have been removed; they are not 
self-binding. Alternatively, subscribers’ copies can be 
bound at an inclusive charge of 138. 6d. per volume; 
this includes the cost of binding case and return postage 


cases tor 


THE PRACTITIONER: 50 Years Ago. See pages 337-338 
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are repeated! telling the success storv of ACHROMYCIN tetra 
Clinical result ire demonstrating to specialist and practition 
alike that here is a truly remarkable antibiotic—unsurpassed 


antibacterial range and singularly free from toxicity. Indeed, ir 
the eyes of more and more doctors, ACHROMYCIN is tod 
acknowledged as the rational first choice among antibiotics 


the surest means of striking decisively against invading infection 


For greater comfort... potency... economy 


ACHROMYCIN 


ACHROMYCIN Jet? ne is a ¢in th ou 
CAPSULES - TABLETS - SOLUBLE TABLETS - EAR cinieiniiiiiniaaai 
SOLUTION » INTRAMUSCULAR - INTRAVENOUS ? 
OINTMEN1 OPHTHALMIC OINTMEN' § 
OPHTHALMIC STERILIZED + ORAL SUSPENSION g 
PEDIATRIC DROPS + SPERSOIDS* Dispersible Powder . 
SYRUP - TROCHES 3 

* Registered Trade Mark bantibliotia 
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HOUSE 


The three constituents 
of ‘Franol’ combine to 
give effective symptomatic 
relief in chronic bronchitis 
which is so often given the 
diagnostic label of “‘asthma and 
bronchitis”. The theophylline and 
ephedrine help to control the cough 
by their antispasmodic action and 
to relax the bronchial musculature 
The ‘Luminal’ brings undisturbed 
rest at night and relieves the feeling 
of tenseness and anxiety which 
often attends these conditions 


KINGSTON-ON-THAMES SURREY 
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THE PRACTITIONER 
Fifty Bears Ago 


Vhere t state in Europe where the least 

wise have not governed the most wise’ 

W S Landor Imaginary Conversations 

Rousseau and Malesherbes 

Marcu, 1906 

UnperR the heading The New Parliament’, ance of this object, he has founded a society 
Notes by the Way’ point out that of the eleven which he calls L’Entente Cordiale Médicale 
medical Members of Parliament ‘scarcely half (the short title of which is E.C.M.). Membership 


have now more than a nominal connection 
with the profession. But even assuming that 
they will all stand shoulder to shoulder in 
defending medical interests and helping the 


cause of medical science, what are they among 
so many Already the anti-vacks” are 
exulting in the anticipation that with Mr. 
John] Burns and Mr. Runcimar Walter 


Runciman first Viscount Runciman of Doxford] 
at the head of the Local Government Board, the 


i to still 


medical department will be reduced 
hitherto 


subordinate has 


The 


more position than it 


occupied antivivisectionists too are 


jubilant because the new Lord Chancellor 
Robert Threshie Reid, Earl Loreburn] is one 
of the Vice-Presidents, while Mr. John Morley 
later Viscount Morley of Blackburn] is an 
honorary member, of the National Anti-vivi- 
section Society. Mr. Burns is also claimed by 


of the 
denouncing 


them as a sympathiser, and on: itinerant 


lecturers, who go up and down 


experimentation on animals, recently stated 


that taken 


had 


he had 


many members who have 


the 


chair at meetings 


] 


there are 


their seats in new Parliament, who 


occupied the which 


i constituted of 


addressed I rom a House largel 
represenfatives of what may be called the anti- 
medical bias, which is strong in the social 


strata whose votes had such an influence in the 


late election, it is vain to expect any legislation 
in the interest of a class, unless indeed it be that 
itself the 


which designation of 


Labour 


usurps for 
We need not, therefore 

amendment of the Medical Acts in 
of the Gov We 


consider ourselves fortunate if n 


look tor 


the 


any 
lifetime 
present ernment may indeed 
thing is done 
we possess, and if 


the path of 


to curtail such privileges as 


no new obstacles are placed i 
scientihic 
To the 
\ix-les-Bains, 
our French brethren and ourselves, 


the 


progress’. 
initiative of Dr. K. Sillonville, of 


is due the establishment, between 
of friendly 
relations cemented by exchange of visits, 
which didso much to open the eyes of 


to the good qualities of the other In further- 


each 


of this society will ensure a warm welcome, and 
the 


serious 


profess ynal sight 


work, to 


every help in way of 


and scientific British 


seeing 





Sir Squire Sprigge 1500-1937) 


doctors visiting France 


visiting this country here is at present no 
subscription, but it is hinted that this idyll 
state of things may not continue’ 

In his article ‘Reducible Inguinal Hernia ir 





Edmund Owen, F.R.C.S., Consult 


Surgeon to St Mary's H sp tal and to 
Sick Children Orm« 

Hanging a little 
of the head just touching the 


Boyhood’ 
ing the 
Hospital 


street, writes 


for Csreat ma 
child vertically 


bed 


with the top 
is by no means a terrible position for him, and 
in the case of a strangulated hernia in a small 


child it should certainly be adopted, for after 
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a very short while the hernia is almost certain clinical medicine at, University College Hos- 
to slip back. I have rarely found it fail. The pital, and in 1863 physician to King’s College 
child happily goes to sleep upside down’. Hospital and professor of materia medica and 
According to I. Walker Hall, M.D., Professor therapeutics at its Medical School. In 1847 he 
of Pathology, University College, Bristol, discovered uric acid in the blood of gouty 
writing ‘On Gout and its Causation’, ‘Hepatic patients and in 1859 published his classic ‘Gout 
insufficiency accounts for many of the symptoms and Rheumatic Gout’, which was translated 
of gout. Hepatic stimulants form the best into French and German. He was knighted in 
medicaments. The accurate adjustment of 1887 and three years later was appointed 
food to the capacities of the intestinal mucosa physician-extraordinary to Queen Victoria. 


and the liver, is one of the best forms of Among the book reviews Squire Sprigge’s 
treatment’. ‘Medicine and the Public’ (‘very clearly, very 
“That we have still very much to learn about temperately, and very judicially written’). Sir 
diseases which implicate the joints is a self- (Samuel) Squire Sprigge, M.D., F.R.C.P., 
evident proposition, but it is also true that we F.R.C.S., received his medical education at 
have much to unlearn. There is no other group St. George’s Hospital. He began his connexion 
of maladies concerning which our ideas are with The Lancet in 1903, and, succeeding 
clothed in so antiquated a garb’, begins a paper Thomas Wakley, jun., as editor in 1909, held 
on ‘Rheumatoid Arthritis’ by Archibald E. this post until his death in 1937. He was 
Garrod, M.D., F.R.C.P., Assistant Physician to, knighted in 1921. A talented artist and a fine 
and Lecturer on Chemical Pathology at, St writer, he published several short stories and a 
Bartholomew’s Hospital; Senior Physician to novel, ‘An Industrious Chevalier’. 
the Hospital for Sick Children, Great Ormond According to ‘Notes from Foreign Journals’, 
Street. It is interesting to recall that his father, the only drugs which Professor Tyson found 
Sir Alfred Baring Garrod, first suggested the of any benefit in diabetes ‘are opium, which he 
name ‘rheumatoid arthritis’ in 1859, and that prefers to codeine, and small doses of Fowler’s 


Sir Archibald, who is often credited with solution’ 

separating rheumatoid arthritis from osteo- ‘Novelties and Notices’ mention that ‘Messrs. 
arthritis, confused the two conditions. Sir Callard & Co. have issued a very useful little 
Alfred Baring Garrod (1819-1907), M.D., pamphlet on the preparation of food for patients 
F.R.C:P., F.R.S., at the age of 32 became afflicted with diabetes’ 

physician to, and professor of therapeutics and W.R. B. 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President— Tue EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble ; temporary 
atients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
ogical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains 
special departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, &c There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated 


MOULTON PARK 


Two miles from the Main Hospital! there are several branch establishments and villas situated in a park and 
farm of 6s0 acres. Milk, meat. fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing house on the seashore. There is trout fishing in the park 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens ae and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment. 
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THE FULL RANGE 
CAN NOW BE PRESCRIBED 


ON FORM €E.C.10 





CORTISYL axoussex 


Cortisone 
TABLETS 5 mg. Bottles of 20 
TABLETS 25 mg. Bottles of 20 & 40 
INJECTION 25 mg. per mi. 10 mi. Vials 
EYE DROPS 4 3 mi. Bottles 
EYE OINTMENT 1% 3 G. Tubes 


HL...-CORTISYL ousset 


Hydrocortisone 


Akh dddhiélbithdld 


SKIN OINTMENT 1% & 25% 5 G. & 15 G. Tubes 
SKIN LOTION 4% aly 20 mi. Bottles > 
TABLETS 10 mg. & 20mg. Bottles of 25 »% 
INJECTIONS 25 mg. per mi. I ml. & 5 ml. Vials ~* 
INTRAVENOUS 100 mg. 20 mi. Ampoule ~~ 
EYE DROPS ix 3 mi. Bottles ~ 
EYE OINTMENT 25% 3 G. Tubes ‘ 
%, 
\ 


Sh A 


nathse 


(d 


CAhhdldd 


Manufactured in England since 1952 fi 
material of Commonwealth origin, by 


ROUSSEL LABORATORIES LTD 
LONDON, N.W.10 LADbroke 3608 
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DUNLOP 
TUBELESS 


You keep on going when you change to Dunlop Tubeless, even if you 
pick up a nail you carry on and have the nail removed and the hole 
sealed when most convenient to you. You can virtually forget about 
puncture delays and roadside wheel changing. With Dunlop 
Tubeless you can look forward to more miles of confident, trouble- 
free motoring because the risk of damage through impact or 
under-inflation is much less, bursts are practically impossible, 
and ‘topping-up’ becomes far less frequent. They cost no 
more than ordinary covers and tubes and are available in 
most popular sizes to fit wheels 16” diameter and less 

except wire type)— Dunlop can remould them 
» for you, too! 














MOTORING 
Carlo Rally 


The Monte 


NOTES 


By ROBERT NEIL 


THE average motorist finds it difficult to under- 
stand why so many drivers willingly leave the 
comfort of their homes each January to endure 
the hardships of the Monte Carlo Rally, and also 
fails to understand why many car manufacturers 
give so much attention to it. Commercially the 
event is most important, particularly in overseas 
markets, where the buyers’ opinion of different 
makes formed by their success in 
important international competitions 


is largely 


CONTROLLING FATIGUE 

From the drivers’ point of view the Rally is 
worth doing, because it is one of the few adven- 
tures left to the modern motorist, and is there- 
fore a pleasant change from the drabness of 
one’s everyday motoring. When it is appreciated 
that, once they have started, the drivers, co- 
drivers and navigators are involved in an event 
which lasts for four days and three nights, the 
difference from normal becomes 
obvious. The schedule speed laid down by the 
regulations makes no allowance for sleep, or 
halts for replenishment—either mechanical or 
physical—so the set speed of approximately 36 
m.p.h., has to be exceeded by a considerable 
margin to give time in hand. Readers of The 
Practitioner will be among the first to realize the 
strain of such an event. The methods of com- 
bating this strain vary considerably from crew to 


motoring 


crew. In some crews where there is one out- 
standing driver, especially when driving on ice 
or snow, it is usual to nurse him through the 
earlier stages of the Rally so that he has as much 
sleep as possible in the back seat, and can then 
be called on when the more severe conditions 
are reached. In other crews the driving is 
divided into regular spells, of perhaps three 
hours each, with a rigid roster of duty. Both 
these systems demand people who are capable 
of getting refreshing sleep in the back of a car, 
probably being driven at high speed, and not all 
competitors have this ability. Because of this 
there is a preportion of drivers who use drugs: a 
sedative when off duty and a revivifier when due 
to drive. The danger with drugs in the Rally, 
of course, is that it is never possible to carry out 
a proper test in advance under actual Rally 
conditions, with the result that the reactions to 
the drugs are not always predictable. It is of 
interest that in this year’s event one crew, the 
leader of which is a specialist in a London 
hospital, employed oxygen; it was intended to 





be used only on wakening and before taking a 
spell at the wheel 
COURTEOUS DRIVERS 

Other work prevented me from competing in 
this year’s Rally, but I followed a proportion of 
the route, and it was of particular interest that 
among the select band of competing drivers | 
did not observe a case of the selfish 
driving which is unfortunately so common on 
the roads. Readers will know only too well how 
often they are either dazzled by the lights of an 
approaching car, usually because the driver has 
interfered with the adjustment in an unavailing 
attempt to gain a longer beam of light, or els« 


single 


—- 


iii 


The Jaguar which won the Monte Carlo Rally. In- 
teresting points are the all-weather tyres and the ba 
of auxihary lights, which contributed considerably to the 
car’s success 


blinded by a following car, the driver of whic 

is so thoughtless that he, or she, leaves the head- 
lights in the raised-beam position, when the 
light shines directly on to the leading driver's 
eyes via the mirror. It was most noticeable that 
on every Rally car I passed during the night 
section in this country the driver immediately 
flicked his headlamps into the dipped position 
If such courtesy, and properly adjusted lights, 
were more common the strain of driving at 
night would be appreciably reduced, and, as bad 
temper is admittedly a cause of accidents, tn 
juries on the road might also be cut down 


THE PRICE OF RUTHLESS DRIVING 


The everyday motorist might be excused for 


LXXXITI 








THE 


wondering why there should be so much 
mechanical trouble in the Rally, but it has to be 
remembered that the distance of just under 3000 
miles, which is covered in about 85 hours, is 
months’ driving for many 
Rally the official 
, 


sited closer together, with the result 


equivalent to six 
motorists. As the 


progresses 
controls are 
that the possibility of building up a margin of 


safety is reduced. On the average car, at least 


ten stops will be needed to replenish, and the 
endeavour to find time to 


wise compctitor wi 


1 
ii 
i towards the end, so that the 


have his car service 
steering and brakes are in perfect condition for 
the final 
All this leads to the cars betng driven in 


and decisive tests which decide the 
winner 
same time com- 


little 


a ruthless manner, while at the 


petitors drive themselves hard, and it ts 


wonder that in this year’s event a large propor- 


tion of competing cars suffered from failing 
brakes, and there were many cases of electrical 
troubles. The electrical system as a whole ts 


overloaded, as it is 


such items as defrosters and demisters 


usually necessary to have 
operating 
' 

l 


lights to 


almost continuously, and additional 


give vision in fog, and to enable high speeds to 
I 


dark. The 


while if car n 


be maintained after whole thing, 


worth 


lessons which are 


however, is unufacturers 


act on the certainly learned 


If this is done, everyday motorists will in the 
end benefit from the Monte Carlo Rally. 
DANGEROl ROADS 

On too many occasior recent I have noticed 
when motoring after dark that repairs carried 
out on mariy main roads have been done in 
such a way as to create very danger us con- 
ditions. The most common fault when the 
road edge has been re-surfaced with a material 
of a complete different type from the rest of 
the road. In some « es the difference ts sufficient 
to give a completely false impression as to the 
road width, particularly after dark, and it ts 


ntatior+r ) 
ptation t 


the road, im the 


sometimes difficult to 


swerve towards the crown of 


belief that the differently coloured portion ahead 


is not road at all. Or roads with a reason- 


some 


ibly rough surface, which gives good adhesion 


when wet, the repairs are done so that there ts a 


smooth surface, usually n the inside of a 


corner, where sudden chang n adhesion can 


iccustomed to 


be most disturbing to a driver ur 


the road in question. The potential danger from 
road repairs carried out in this slovenly manner 
cannot be ignored, and it is surely possible for 


local road authorities to take the trouble to carry 


out repairs with identical material to that used 
originally 

Motorists who do much driving after dark 
will have noticed also how considerably the 
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strain of driving is reduced when the road sur- 
face is comparatively light in colour. Driving on 
a road which is nearly black reduces the apparent 
efficiency of one’s headlamps to an amazing 
extent, apart entirely from the greater difficulty 
in seeing badly lit cycles, or pedestrians in dark- 
coloured clothing. I find that under such con- 
ditions a long-range driving light can be a great 
help. By this I do not mean a normal pass- or 
fog-light, but a lamp with a 
pencil-like beam. Because of its power, 10,000 
candles, this light fitted 
adjusted most carefully, so that its beam will be 
In this 


high-powered 


requires to be and 
directed along the nearside road edge 
position it will not dazzle other road users, but 
will give full vision where it is most needed, and 
a speed of about 60 m.p.h. can be safely main- 


tained under most conditions 


READERS’ CORRESPONDENCE 
Letters from readers of The Practitioner suggest 
that a major preoccupation is calculating exactly 
when an existing car should be most economic- 
ally changed. I should like to stress that no matter 
what advice I may give in individual cases the 
expert, whose advice must override all other 
considerations, is the accountant responsible for 
preparing a practitione r’s accounts for income 

tax purposes. The this, | 


think, can be in cases in which professional us¢ 


only exceptions to 
of the car is only a small percentage of the total 


mileage covered. 


VEHICLE INSPECTIONS 
The suggestion that all cars of over a certain age 
may have to be inspected periodically to ensure 
road worthiness will be welcomed by all with 
road safety at heart, and practitioners will be the 
like human beings 

The re 18 


that owners 


first to agree that old cars 
should have regular check-ups only 
one danger in the proposed scheme 
of cars not old enough to be compulsorily ex 
tend to assume they have no 


amined may 


responsibility in the matter—and this ts far from 
being the truth. The more regularly a car is used 
weekend 


gradual 


and most old cars are used for 


motoring—the greater the danger of 


deterioration going unobserved. It is easily 


possible for the brakes to lose their efficiency, 


and for slight wear to increase in the steering, 


until the stage is reached when the car might | 


dangerous in an emergency. For this reason, 
owners of all cars should, in their own interests 
apart from anything else, have the most im- 
portant components of their car examined and 
tested at regular intervals. It is a false economy 
to attempt to avoid such maintenance, even 
though some inconvenience may be caused by 


putting the car off the road for perhaps a day. 
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lLinployers are to-day realising more and more that the older worker often outstrip 
ithful colleagues both in efficiency and enthusias: provided he enjoys / 
This tact underlines the importance of ensuring complete 7 sufficiency for 
im the upper age bracket and it 1s precisely tor this p IT pose that GEVRAL has bee 
rmulated. GEVRAL provides “‘all-round” supplementation of vitamins and minerals in a 
irkably convenient form and has been aptly said to ‘add years to life ind life to years” 
Not only does GEVRAL make good the dietary deficiencies which inevitably hasten the 
iweing process, but also greatly enhances resistance to the many infections to which 


the elderly are suscepuble 


* 


NANCY ta 


Geriatric Vitamin—Mineral Su pplement 


Ee - ’ - \ \ I D 1. B wt I Ky © 
( g.; nits ; N ; \ ( mg. ; ( D 
Cite Z I t R I me I ( 4 r I 
Pe Bor me ( y } g M N me I 
g.; Z g 
*Regd. Trade Mark Bottles of 30 capsules 


ED /..,.....// LABORATORIES DIVISION 
( yanamid /- toducts Lid BUSH HOUSE - ALOWYCH W.C.2 TEMple Bar 5411 
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Fura antin 


BRAND oO} NITR FURAN 


in urinary tract 


infections 


Furadantin is an antibacterial compound for the oral 
treatment of urinary tract infections only. Therapeutic 
concentrations up to 400 meg./ml. appear in the urine 
but blood and tissue concentrations are very small 
The drug is effective against most organisms found in 
the urinary tract, including Proteus and Aerobacter, and 


some strains of Pseudomonas 


Advantages 
@ Oral administration @ Broad antibacterial spectrum 
@ Action confined to urinary tract @ Only minor side-effects 


Furadantin, (brand of nitrofurantoin) ts available as tablets of so mg. in 


bottles of 25 or 250 


Further information on the use of Furadantin, or Diagnostic Tablets for 


bacterial sensitivity tests, will be sent on request 


DUNCAN, FLOCKHART & CO., LTD. 


104-8 Holyrood Rd., 155-7 Farringdon Rd 
EDINBURGH, 8 LONDON, E.C.1 
w Puradantin ts manufactured by a registered user of the trade mark under 
licence from the Norwich Pharmacal Company (Eaton Laboratories Divison 
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established “ Vallestr to be an cticctive 
synthetic oestrogen singularly free from 
toxic effects and comr tions, especiall 
uterine bleed oedema na nausea 
*“ Vallestril”’ effectively control 
pausal symptoms and the pain of both 
post-menopausal osteoporosis and t 
osseous metastases of prostatic carcit 
Further investigatior ndicated 


its value in the suppvessi 


Selective action 
in menopausal 
and 


allied conditions 








SEARLE 


Vallestril 
TABLETS 


oestrogenic 











SEARLE 


c.o. SEARLE «co., itp. 
83, Crawford Street 
London, W.1 


Paddington 4034 





Te leph« me 








For the control of menopausal 
uggested dosage is one tablet 


symptoms a st 


two or three times daily for tw 


three wecks, depending on the severit 

ot symptom This n then be reduced 
to one or two tablets daily for an 
additional four weeks After this the 


medication may be interrupted to 


determine the need for further therap 
*“Vallestril” is supplied as 3 mg. scored 


tablets in bottle f » and 1, 
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chotee of approach 


When the decision has been made for sedative or expectorant 
therapy in the management of cough, appropriate selection may be 
made from Allen & Hanburys outstanding cough preparations 

ETHNINE, a sedative elixir, or PIRITON Expectorant Linctus. 








ETHNINE. The employment of PIRITON Expectorant Linc.us. 
pholcodine as the active ingredient This carefully chosen combination 
in Ethnine renders this preparation of an improved antihistaminic ' 
an effective cough sedative for the with expectorants is unsurpassed } 
| suppression of exhausting and in therapeutic activity, where a } 
harmful unproductive cough in stimulant expectorant linctus is 
| 
children and adults. indicated 
| 
for sedative therap) for expectorant therapy) 
| ETHNINE PIRITON 
) NE 
CONTAINING PHOLCODINE EXPECTORANT LINCTUS 
Bottles of 4 fluid ounces and 2 litres containing Bottles of 4 t | 
4 mg. PHOLCODINE (morp nylethylmor- 2 mg. PIRITON 
phine) in each teaspoonful (4 c.c maleat 
C5$/721 














LONDON® 


REENBURYS BETH LONDON 


3 





ALL 2 
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Threshold for ‘stress’ 


Among the postulated stress-producing 
factors, emotional and physical strain 
take an important place and may provoke 
a state of systemic stress with protean 
manifestations on every body tissue. The 
incidence of such stress disorders has 
recently been rated as high as 15°, 

in rural and 25°, in urban practice 


in the treatment of stress disorders, no Sanatogen is a protein- 

one disputes the fundamental importance glycerophosphate complex ; 95% 

of simple psychotherapy which the casein rich in essential amino-acids 
family doctor is so well placed to dispense ; 5°, sodium glycerophosphate, 


yet he, himself, generally recognises 

the need for a more material adjunct, a 
tonic and restorative which will assist 

the nervous system as well as the organism 
as a whole. Sanatogen is an active 
nutrient tonic, and the choice of many 
physicians in such circumstances 


yielding most readily assimilable 
phosphorus. Its high nutrient 
and restorative effects on the 
entire nervous system can be 
recommended with assurance 
whenever a tonic is indicated, 
whether in general or 

mental asthenia, or in any 
condition of stress 


Practitioner (1954). Vol. 172, p. 183 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘Sanatogen’ is a registered trade mark of Genatosan Limited, Loughborough, Leics. 
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¢ * <a COMBAT BOTH 
~% ¢ ate. dies : 
© an Yrothricin 


GRAM-NEGATIVE 


* 


& GRAM-POSITIVE 
ORGANISMS 

IN THE 

TOPICAL 
TREATMENT OF 
SORE THROAT 


‘Tetrazets’ 


THROAT LOZENGES 


The triple antibiotic action of Bacitracin, Tyrothricin 
and Neomycin, plus the soothing effect of the analgesic 
Benzocaine, makes ‘ TETRAZETS’ Lozenges 

ideally suited for the local therapy of certain mouth 
and throat irritations which may be due to 
susceptible gram-positive and gram-negative bacteria. 
Supplied in vials of 12 lozenges. 


Literature on this significant new product will gladly be supplied 
on request. 


MERCK - SHARP & DOHME LIMITED, HODDESDON, HERTS. 








ANNOUNCEMENTS XCI 

















PENIDURAL 
SAVES TIME 





Now PROVED 


in a million cases 





Wyeth 


The word * Penidural’ is a regisiered trade mark 
JOCHN WYETH &4 BROTHER LTD 


CLIFTON HOUSE, EUSTON RD., LONDON, W W.I 
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You can use 


Elastoplast Plaster... 


... On its own 


* to strap a dislocated thumb. 
One-inch Elastoplast Plaster is used, 
applied spica-fashion. 

* to cover impetigo lesions, allowing 


undisturbed self-healing. 


...-Or to keep a 
dressing in place 
* in cases where it is preferable to 


cut an individual strip rather than 


to use a ready-made first-aid dressing. 





ELASTOPLAST PLASTER is flesh-coloured, made from light-weight cloth, 
and ideal for on-the-spot strapping and retention of dressings. It is far 


more comfortable and more efficient than a rigid plaster. 


ELASTOPLAST: elastic adhesive plaster B.P.C 


1” or 2” x 1}/2 yds stretched and 1” x §/6 yds stretched 


WATERPROOF ELASTOPLAST Plaster 


plastic strapping 1° x 1 yd and 1” or 2” x 3 yd 


SMITH & NEPHEW LTD - WELWYN GARDEN CITY - HERTS 


Outside the B Commonwealth Elastoplast is known as Tensoplast 
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The Chronically Werworked... 


The overworked patient is familiar to every doctor. He cannot concentrate 
in his office, yet his sleep is disturbed by the in'rusion of business worrie 
He suffers from morning depression, and vague gastro-intestinal symptoms 
appear. In these circumstances, a course of ‘ Neuro Phosphates’ will prove 
beneficial by restoring bodily and mental vigour. 
Recommended dosage : Two teaspoonfuls, with water, t.i.d. befor2 meals 
For cost to N.H.S."see latest M. & | list sent out February, 1956 


s 


R 5 . eV 4 } ‘2 PLATFORM 1) 
‘Neuro Phosphates’ ~(7/./)7. 7)" 
(‘Eskay’) 264A“ RG 

y 
«++ prescribed so widely because it works so well 
SMITH KLINE & FRENCH INTERNATIONAL CO., 
represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5 

Tel: BRIxton 7851 


‘Neuro Phosphates’ & ‘Eskay’ are trade marks Obtainable in the Republic of Ireland 


NP42 
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CORTISTAB ana 
HYDROCORTISTAB 


now freely available on prescription 





These products are manufactured in Great Britain at 
our extensive plant, designed for the large scale production 


of corticosteroids. 


CORTISTAB (Cortisone Acetate 


TABLETS 25 mg. Bottles of 40, 100 and 500. § 
INJECTION 25 mg. per ml. Vials of 10 ml. 
EYE DROPS 1% Bottles of 3 ml. 

EYE OINTMENT 1%, Tubes of 3 G. 


HYDROCORTISTAB (Hydrocortisone) 


rABLETS 20 mg. Bottles of roo. 
INJECTION (Intravenous) 5 mg. per ml. for 
intravenous injection after dilution. Ampoules 
of 20 ml. 





INJECTION (local) 25 mg. per ml. Hydrocorti- 
sone acetate suspension. Vials of § ml. 





Further details will gladly be sent on request to 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
$246 
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“It 1s well to moor your 


bark with two anchors” 
Publilius Syrus 


Clinical experience has proved the value of combining penicillin and 
*Sulphamezathine’ in the treatment of many bacterial infections. Extra 
protection against a wide range of organisms and an enhanced anti- 
bacterial effect are obtained 

The advantages of combined ‘Sulphamezathine’ and penicillin 
therapy are available in a single, convenient formulation—SULMEZII 

‘Sulmezil’ Tablets each contain 0.5 gramme ‘Sulphamezathin« 
Sulphadimidine B.P. and 150,000 units of ‘Dibencil’ benzathine penicillin 


*‘Sulmezil’ Oral Suspension contains the same dosage of both drugs 


in each fluid drachm (3.5 c.c.). 





COMBINE! SULPHAMEZATHINI 
IND PENICILLIN THERAPY 


*‘SULMEZIL’ 


ORAL SUSPENSION AND TABLETS 





IMPERIAL CHEMICAI PHARMACEUTICALS LIMITED FULSHAW HAL! WILMSLOW, CHESHIRE 
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“What was it? 


“That's a change. Most of these anti-rheumatic balms 


set your skin on fire and smell horrible. 








non-irritant, skin penetrating salicylate 
for the relief of rheumatic pain by inunction 


Full literature and samples gladly sent on request to the manufacturers 
E.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS. 
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Drip therapy 
without 


a tube 


NULACIN 








; 3 oth 2 22h 23 2) . 
a eal tae: tet te to +2) s+ In the past, the successful treatment of many cases of peptic 
ee ae ate sulceration demanded hospital conditions. Now, by means of 
ad Ty v7 T+ Nulacin Tablets, it is possible to control gastric hyperacidity 
one ++i | i without any inconvenience to the patient. By using Nulacin 
oot — Xt Bae. 4 Tablets as directed, an ambulant patient can obtain all the 
seeee © | Lr +—+-+—-Y + advantages of intragastric milk-alkali drip therapy. 
soot \ ae OL 
/ ; : 
” MV A +—+ r+ INDICATIONS 
“tet Y MEL VARRE eae NULACIN tablets are indicated whenever neutralization of 
, mee, the gastric contents is required: in active and quiescent 
GASTRIC ANALYSIS Superimpos« a agar-aes : np ea 
ruel fractional test-mea ves of fiv peptic ulcer, gastritis, gastric hyperacidity 
ASF CROCE ee Beginning half-an-hour after food, a NULACIN tablet 
wie oF te hth ou 2d 25 2! te 3 should be placed in the mouth and allowed to dissolve 
4 4 slowly. During the stage of ulcer activity, up to three tablets 
an hour may be required. For follow-up treatment, the 
suggested dosage is one or two tablets between meals 
NULACIN tablets are not advertised to the public, have 
no B.P. equivalent, and may be prescribed on E.C.10. The 
dispensing pack of 25 tablets is free of Purchase Tax. (Price 
to pharmacists is 2/-.) Also available in tubes of 12 
: 
J NULACIN tablets are prepared from whole milk com- 
GASTRIC ANALYSIS Same patients a bined with dextrins and maltose, and incorporate Magnesium 
in Fig I, two days — — ‘ Trisilicate 3.5 grs.; Magnesium Oxide 2.0 grs.; Calcium 
Striking neutralizing efiect of sucking . - 
Nulacin tablets (3 an hour). Note the Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; Ol 
return of acidity when Nulac <- Menth Pip q.s 
continuec 
: : NULACIN is available throughout 
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The AB C of 
PERSONAL INSURANCE | 


_— 
ee aes: 
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ae 
f or how to provide yourself with a 


complete scheme of personal cover 


in one policy at reduced rates 


ASSETS EXCEED £6,000,000 


MEDICAL SICKNESS, ANNUITY AND LIFE ASSURANCE SOCIETY LIMITED 


When you are BUYING A NEW 
CAR ask for details of the HIRE 
(Telephone LANgham 2991) PURCHASE SCHEME of the 
MEDICAL SICKNESS FINANCE 
Please write for particulars, mentioning this odvertisement CORPORATION LTD. 


3 CAVENDISH SQUARE, LONDON, W.1 
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The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £450 (tax free) is payable. (Longer S.S. Commissions can be obtained, 
as an alternative of 4 years duration with gratuity of £600 (tax free) ). 
tunity is granted for transfer to Permanent Commissions on completion of one year’s 
total service. Officers so transferred are paid instead a grant of £1,500 (taxable). 

All entrants are required to be British subjects, whose parents are British subjects, 
to be medically fit, and to pass an interview. 

Pull particulars from the Admiralty Medical Department, Queen Anne's Mansions, 


Ample oppor- 
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the finest method of 
encouraging normal evacuation 
Despite the innumerable laxatives 
introduced since Taxol—it still remains 
the treatment of choice amongst 
physicians for the easy re-establishment of 
normal evacuation. Without purgation, 
Taxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowel action. It is 
the method of choice for pre-operatory 
preparation, particularly for perineal 
and rectal interventions, and for 


use after operation. 


LABORATORIES LED 


101 GREAT RUSSELL STREET, LONDON, W.C.! 
Telephone: MUSeum 2042-3 Telegrams: Taxolabs Phone London 
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Mephenesin, the active constituent of Myanesin preparations, was discovered 
in the B.D.H. Research Laboratories. 
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Carefully controlled experiments 
have demonstrated that muscle 
tension is greater in anxious 
patients than in healthy persons. 
The more severe the symptoms 
of anxiety the greater is the ten- 
sion in the muscles. 


It is now becoming recog- 
nised that many cases diagnosed 
as psychogenic rheumatism are 
in fact cases of anxiety-induced 
muscle tension and can therefore 
logically be treated with Myan- 
esin Elixir and Tablets. 
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The suggested dosage is— One tablespoonful or two tablets four 








Myanesin Elixir and Tablets are also valuable in the treatment of — 
2": = | 





Bronchial Asthma 


Neurodermatoses, Dysmenorrhoea 
Premenstrual Tension. 


One tablespoonful or two tablets 
four times daily 











Insomnia, Nocturnal Cramp } One tablespoonful at night 


‘MYANESIN’ ELIXIR One gramme mephenesin in cach tablespoonful 








Bottle of 8 fi. oz. 4/6 Bottle of 40 fi. oz. 18/6 


‘MYANESIN’ TABLETS Each containing 0.5 gramme mephenesin 
Bottle of 50 at 6/10 Bottle of 500 at $6/- 
Basic N.H.S. prices 


THE BRITISH DRUG HOUSES LTD. LONDON N.I 
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